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ABSTRACT OF THE DISSERTATION
Creating the Patient-Doctor-Family Relationship:
Issues of Power and Gender
by
Josephine M. M. Perez
Doctor of Philosophy, Graduate Program in Marital and Family Therapy
Loma Linda University, June 2009
Dr. Carmen Knudson-Martin, Chairperson

Objectives: To understand how patients, doctors, and families see, form, and commit to
relationship and how power and gender influence their interpersonal processes and
meanings.
Methods: Grounded theory methodology was used. There were six family medicine
physicians, ten patients, and ten family members who participated. Physicians, patients,
and family members were matched.
Results: Four themes emerged: types of patient-doctor-family relationships (extended
family and traditional), types of care (relationship-centered care (RCC), family-oriented
care (FOC), whole-person care (WPC), and patient-centered care (PCC)), commitment
and intimacy, and interpersonal processes (perception of relationship shape, bonding,
confidence and trust, equality and partnership, mutuality, and shared story). Results
showed that patient-doctor-family relationships that were viewed as extended family
relationships were associated with RCC, FOC, and WPC, sustained commitment and
genuine intimacy, and a circle relationship shape. Patient-doctor-family relationships that
were viewed as traditional relationships were associated with PCC, limited commitment
and pseudo intimacy, and a triangle relationship shape.

ix

Discussion: Findings revealed the significance of the patient-doctor-family relationship
in healthcare not previously identified. The themes of intimacy and commitment also
have not been previously associated with the patient-doctor-family relationship and
healthcare.
Practice Implications: Medical family therapists may find it beneficial to consider the
level of intimacy and commitment in the patient-doctor-family relationship in order to
better plan collaboration strategies.

x

Introduction

I felt completely out of my depth. I consoled her as best I
could and, when her sobbing had subsided, I gently
suggested a referral to a psychiatrist or rape counselor. ... I
had neither the knowledge nor the experience to help her, I
explained. But she adamantly refused to consider a referral
to anyone else. She didn’t trust them. I then understood
that, having unearthed her dark secret, I had become
responsible for her care. ... “A doctor doesn’t choose his
patients,” the grey-haired professor who taught me physical
diagnosis would say. “It is the patient who chooses the
doctor” (Weinberg, 2000, pp. 99, 101).

Studies reveal that patients will bring their psychosocial concerns almost
exclusively to their primary care physicians (Edwards & Patterson, 2003; Seabum, 2002;
Staley, 1991). Family medicine has long embraced biopsychosocial models of care such
as patient-centered (PCC), relationship-centered (RCC), family-oriented (FOC), and
whole-person care (WPC) as its way of thinking about clinical conditions (deGruy,
2003). An important principle held by these models of care is that there are three
relationships in the clinical encounter—between the patient and physician, between the
patient and the family, and between the physician and the family (Doherty & Baird,
1983). These relationships are an important part of the medical context because they
directly influence a patient’s health and illness outcomes (Doherty & Baird, 1983;
McDaniel, Campbell, & Seaburn, 1990).
Although the patient-physician relationship is regarded as the “core of medicine”
(quoted in Dombeck, Markakis, Brachman, Dalai, & Olsan, 2003, p. 236), families hold
an implicit place of influence in the patient-doctor relationship (Doherty & Baird, 1983;
McDaniel et al., 1990). This merits understanding of a fourth relationship in the clinical
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encounter—the all inclusive patient-doctor-family relationship. Previous studies have
found that issues of power play an important role in the patient-physician relationship
(Williams, Frankel, Campbell, & Deci, 2003) and that gender matters in patient-physician
communication (e.g., Street, 2002). This study queries: How do issues of power and
gender play out in the patient-doctor-family relationship?
This study will utilize a critical feminist perspective and qualitative design to
understand (a) how the patient, family, and physician see, create, and commit to
relationship and (b) how power and gender co-structure this relationship. This study
seeks to make apparent how social and power structures and gendered practices
surrounding medicine are connected to how patients, doctors, and families see, form, and
commit to relationship. Issues of power and gender therefore will be the primary
constructs directing analysis.

Background
In 1977 George Engel articulated the biopsychosocial approach as an alternative
to the prevalent biomedical model (Brown, 2003). A major tenet of this approach is that
relationships are central to medical care (Epstein et ah, 2003). Several models of health
care have evolved based on this tenet: PCC, RCC, FOC, and WPG. The core assumptions
of these models are pertinent to the patient-physician-family relationship: (1) physicians
work with patients in the context of their family (McDaniel et al., 1990); (2) physicians
acknowledge that patients’ relationships with their families can influence their
management of their illness (McDaniel et al., 1990) as well as their health outcomes
(Williams et al., 2003); (3) physicians practice sharing power and responsibility with
patients relevant to medical treatment (Mead & Bower, 2000; Williams et al., 2003); and
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(4) patients, families, and physicians form a partnership to provide optimal health care
(McDaniel et ah, 1990; Williams et ah, 2003).

Theoretical Constructs
PCC, RCC, FOC, and WPG represent movements toward establishing an
egalitarian relationship between physicians and patients, and families whereby physicians
are aware of and careful with their use of power (Borrell-Carrio, Suchman, & Epstein,
2004). The following constructs will be used throughout this study. These constructs and
their definitions are understood from a critical feminist perspective.
Patient-doctor-family relationship. I use the term patient-doctor-family
relationship to refer to the interdependent interaction between the patient, doctor, and
family. Relationship refers to each member of the relationship having the following: (a)
the autonomy to act (Frankel & Beckman, 2004), (b) mutual respect and unconditional
positive regard for the other members (Frankel & Beckman, 2004), (c) sharing power and
decision making with the other members (D’Amour, Ferrada-Videla, Rodriguez, &
Beaulieu, 2005), and (d) contributing to partnership (D’Amour et al., 2005).
Biopsychosocial perspective. A biopsychosocial perspective is a way of
understanding how suffering, disease and illness (Borrell-Carrio et al., 2004) are affected
by the hierarchical and interdependent relationships between biological, psychological,
individual, family, and social systems (McDaniel, Hepworth, & Doherty, 1992) and that
relationships that are partnership-oriented are central to medical care (Suchman,
Beckman, McDaniel, & Deci, 2003). Biopsychosocial approaches to medical care include
PCC, RCC, FOC, and WPC.
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Patient-centered care (PCC). There are five conceptual dimensions to patientcentered care: (a) the patient is treated as a whole person; (b) the patient is seen as a
person whose subjective experience is valued; (c) the doctor and patient share power and
responsibility; (d) there is a therapeutic alliance between the patient and physician; and
(e) the doctor’s subjective experience is not denied but acknowledged as an integral part
of the patient-doctor relationship (Mead & Bower, 2000).
Relationship-centered care (RCC). Like PCC, relationship-centered care shares
relevant treatment power with patients and families. In addition, this model of care
acknowledges that a patient’s relationship with their family can significantly affect their
health outcomes, thus, physicians may need to work with families and patients in order to
provide optimal health care (Williams et ah, 2003).
Family-oriented care (FOC). In family-oriented care, the primary focus of
medical care is the patient in the context of the family. In practice, the patient, family,
and physician work together as partners; the physician

part of’ rather than “apart

from” the treatment system (McDaniel et ah, 199Q|r

7

Whole-person care (WPC). Whole-perscM care refers to the integration of the
cognitive or existential, experiential, and behavioral (including the spiritual) aspects of
the individual in medical care (Anandarajah, 2008).
Power. I refer to power as the ability to exert authority, influence, and control
over an individual (in a relationship) or group (in a community or social system).
Gender. Gender refers to what an individual does in the ongoing interaction with
others. In this context, gender is not simply about the sex of the individual but refers to
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what is expected of individuals in the relational realm and ultimately the institutional
(West, 1993).
Autonomy. Autonomy refers to the right patients and families have to participate
with or refuse medical care throughout all phases of treatment (McDaniel et ah, 1992).
Caring relationship. When the patient feels a sense of unity with the physician
(Pembroke, 2007).
Collaboration. Collaboration involves four dimensions: (a) partners equally share
in responsibilities and decision making; (b) partners are in a true partnership; (c) partners
are interdependent; and (d) partners share power and recognize the respective power of
one another (D’Amour et ah, 2005).
Connection. Connection refers to a close bond between the patient, doctor, and
family.
Empowerment. Empowerment occurs within a caring relationship wherein the
physician shares power with the patient, encourages them to have choices in and control
of their healthcare, to be autonomous, and to play an active part in the decision-making
regarding their care (Black, 2005).
Interdependency. Interdependency involves the mutual dependency (D’Amour et
al., 2005) between partners in a partnership.
Mutuality or reciprocity. Partners in a relationship experience mutual liking, equal
participation, mutual satisfaction, and mutual reward.
Partnership. Partnership involves the following dimensions between partners: (a)
a collegial relationship (D’Amour et al., 2005; Hook, 2006) coupled with autonomy
(Hook, 2006), (b) open and honest communication (D’Amour et al., 2005; Hook, 2006),
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(c) mutual trust and respect (D’Amour et al., 2005), (d) recognizing and valuing the
contributions and perspectives of one another (D’Amour et al., 2005), (e) sharing
knowledge, decision making, and power (Hook, 2006), and (f) pursuing common goals or
specific outcomes (D’Amour et al., 2005).

Objectives
Doherty and Baird (1983) referred to the “illusion of the dyad in medical
practice” (p. 12). This illusion refers to the view that the medical encounter involves only
the one-to-one relationship between the patient and physician. The reality is that “family
members are involved in what transpires between the physician and patient” (p. 12). Even
between a physician and a solitary patient, the family acts as a “ghost in the room” (p. 12)
or as a “hidden patient” (Fortinsky, 2001, p. S39). What is formed between patients,
physicians, and families is referred to as a therapeutic triangle (Doherty & Baird, 1983),
partnership (McDaniel et al., 1990), or health care triad (Fortinsky, 2001). Doherty and
Baird (1983) describe four interpersonal processes in the therapeutic triangle: (1) the
family’s support of the patient, (2) the physician’s relationship with the family and how
this relationship influences the physician-patient relationship, (3) the physician’s support
of the patient-family relationship, and (4) the family’s support of the patient-physician
relationship (p. 15). The overall aim of this study is to explore the interpersonal processes
and meanings by which patients, doctors, and families see, form, and commit to
relationship.
Through separate face-to-face interviews with patients, their physicians, and their
families, this study will identify the lived experiences of patients, physicians, and
families as they effect relationship. The specific objectives of this study include:
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1. To understand how patients, physicians, and families see, form, and commit to
relationship.
2. To understand how power and gender play out in the interpersonal processes
and meanings of patients, doctors, and families as they see, form, and commit to
relationship.

Rationale
Of the three relationships in the therapeutic triangle, the patient-physician
relationship is perhaps the most thoroughly researched (Doherty & Baird, 1983; Safran,
Miller, & Beckman, 2006). Much is known about how patients and providers
communicate (e.g., Saba et ah, 2006) and how they collaborate (McDaniel et ah, 1992).
So, too, research shows that power and gender are influential in communication (e.g.,
Chan et ah, 2006; Hojat et ah, 2002; Levinson & Lurie, 2004) and collaboration (e.g.,
McDaniel & Hepworth, 2004; Williams, Frankel, Campbell, & Deci, 2000).
Individually, how doctors think about patients (May et ah, 2004) and what
patients think about their clinical experiences (Keating et ah, 2002) and their relationship
commitment to their primary care physician (Mainous, Goodwin, & Stange, 2004) are
well documented. The involvement of families in the health care encounter is also wellresearched although research has concentrated primarily on the specific role of families.
Schilling and colleagues (2002) examined the influence and benefits of family
companions in the primary care encounter from the perspective of the patient, family
member, and the physician. Most studies focus on the role of families as caregivers for
family members experiencing dementia (Fortinsky, 2001), depression (Olanrewaju &
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Akintunde, 2007), end-of-life needs (Rabow, Hauser, & Adams, 2004), injury or critical
illness (Davidson et al., 2007), or palliative care needs (Kovacs, Beilin, & Fauri, 2006).
Previous literature has substantiated that the family is an important member of the
medical encounter (Fortinsky, 2001) and that a working partnership should be
encouraged between patients, families, and providers (Kovacs et ah, 2006). Knowledge
needed to understand the patient-doctor-family relationship, however, remains
incomplete. This study seeks to fill three important gaps in the clinical and research
literature regarding the patient-physician-family relationship.
First, researchers and clinicians have called the connection between primary care
patients, their physicians, and their families as the triadic relationship. Qualitative studies.
in particular, have been helpful in understanding how “relationships develop over time”
in PCC (Stewart, 2003, p. 128). No known studies, however, have been conducted on
how patients, doctors, and families “interpret” being in relationship and how these
“meaning-making interpretations” (Lempert, 1997, pp. 290-291 quoted in Charmaz,
2006, p. 167) affect how they form relationship, work together in relationship, and
commit to relationship over time. This study seeks to extend knowledge of the triadic
relationship by developing theoretical understanding of how patients, doctors, and
families construct meanings for and subsequent experiences from being in a triadic
relationship. In particular, analysis will focus on how power and gender play out in these
experiences and meanings.
Second, collaboration between patients, doctors, and families is an important
process in biopsychosocial models of care, especially in medical family therapy
(McDaniel et al., 1992). Power and gender play key roles in collaboration efforts

9
(Bischof, Lieser, Taratuta, & Fox, 2003; Hertlein, 2003) but only minimal attention has
been given to these issues, particularly in medical family therapy literature (Bischof et ah,
2003). This study seeks to extend knowledge of how power and gender influence
collaboration in the patient-physician-family relationship.
Finally, qualitative studies have been used to examine how doctors support
“patients’ attempts to assert control and participate in their care” (Stewart, 2003, p. 131).
This study seeks to understand how physicians support patients’ and families’ “attempts
to assert control and participate in their care.” Here too, analysis will focus on how
power and gender play out in these issues of control and participation.

Conceptual Framework

By placing the institution of medicine within the context of
our other social institutions and social values—and
acknowledging the interrelatedness of those institutions—
we glean a complex picture of the ways in which the
provision of health care (and the training of health care
practitioners) is informed by other social institutions,
beliefs, and practices (Parks, 1998, p. 308).

This study uses a critical feminist framework to understand how patients,
physicians, and families see, form, and commit to relationship. In the 1960s, the
hegemony of the doctor-centered model of practice came under criticism and the doctorpatient relationship itself was recognized as therapeutic (May et ah, 2004). In the 1970s,
the arrival of biopsychosocial models of care broadened the vision about the relationship
between illness and health and between the physician and the patient. When medicine
began “enrolling” the patient into the consultation, the clinical encounter became a
“negotiation between two kinds of expertise”—the medical expertise of the doctor and
the subjective experience of the patient (p. 137). In the 1990s, the role of families in
patient healthcare became recognized (Fortinsky, 2001). Scattered throughout this period
there have been critiques on the gendered nature and unequal power relations associated
with the medical encounter, specifically, between patients, doctors, and families. For over
three decades, medicine has been realizing important shifts regarding the patient-doctorfamily relationship. The shift from doctor-centered practice to PCC, RCC, FOC, and
WPC compels researchers to scrutinize how power and gender are manifested in these
new models of practice that emphasize an egalitarian relationship (Borrell-Carrio et ah,
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2004) between the patient, physician, and family and that consider the entire personhood
of the patient as part of healing (Doherty & Baird, 1983).
This study’s critical feminist framework integrates the theories of critical thinkers
Michel Foucault and Paulo Freire with feminist theories. I agree with the poststructuralist
position that there are multiple realities and truths (Johnson, 2002). However, I also
acknowledge that “some knowledge and belief is less false than others” (Snyder, 1995, p.
97). Thus stated, this study’s integrated framework is to be viewed as a type of naturally
occurring retaining wall, rising from the fertile soils of critical and feminist theories,
supporting the various components of this study. My purpose is not to use critical and
feminist theories to stand sentinel over this study or to present them as “ultimate and
totalizing theories” (p. 96) but to give the effect of a natural support for studying the
patient-doctor-family relationship. Put simply, this framework provides the footing from
which I may state that power and gender are ubiquitous in the dominant assumptions,
social expectations, and social structures that form the patient-doctor-family relationship.
It is also the lens from which I may explore how power and gender visibly and invisibly
shape the triadic relationship.

Assumptions ofa Critical Feminist Framework
How Foucauldian, Freirean, and feminist theories articulate the nature of power,
the exercise of power, and the role of gender in interpersonal relations gives the
appearance that they are separate standpoint theories. I resist the notion that there is a
distinct and concrete line separating these viewpoints. Neither should they be treated as
vicarious epistemologies. Rather, I take the position that a kind of nexus exists between
them that expands the knowledge about and appreciation for the multifaceted and
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complex nature of power and gender in interpersonal relations. It is from this nexus that
the assumptions of this study’s critical feminist framework emerge.
1. Power and gender are epistemologically necessary when building knowledge
about the relationship between patients, doctors, and families.
2. Methodologically, the voices of patients, physicians, and families are made
foreground by asking them questions in order to understand their perspectives and
experiences about being in relationship.
3. Explicit discussion must be made about how power and gender underscore the
dominant assumptions and expectations as well as the historical and social structures that
shape the relationship between patients, doctors, and families.
4. Power can be productive rather than just repressive (English & Irving, 2008;
Letts, n.d.; Savignon, 2006).
5. Power is pervasive and capillary (Ells, 2003; English & Irving, 2008); focus for
change must be on changing social systems rather than individuals (Mahlstedt, 1999).
6. Gender significantly impacts the patient-physician interaction because of its
link with interpersonal communication (Street, 2002)
7. Caring is the highest form of morality.
In keeping with an integrated framework, the first three assumptions are integrated into
the discussion regarding the latter assumptions.

Power Can Be Productive
Power has been summed as “the single most important organizing concept in
social and political history” (Savignon, 2006, p. 88). Critical theorists have defined power
as a process of identifying “who gains and who loses” in social arrangements (Kincheloe
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& McLaren, 2000, p. 281). Other views, such as feminist activism, concentrate on the
exercise of power—“breakpng] up social silences” thereby “fracturing the very
ideologies that justify power inequalities” (Hollingsworth, 1996, p. 29 quoted in Letts,
n.d., p. 623). Foucault viewed power as a force that could be productive (English &
Irving, 2008; Letts, n.d.), creative, and positive rather than just repressive (Letts, n.d.;
Savignon, 2006). I must briefly discuss medicine’s rise to influence and authority in order
to contrast medicine’s traditional philosophy with biopsychosocial perspectives and to
support the assumption that power can be productive.
I agree that power influences what people can say and how, what people can do
and how, and the opportunities to do these things (Savignon, 2006). This is especially
seen in the philosophy of medical professionalism, which is grounded in Talcott Parsons’
work (Latham, 2002). Medical professionalism established the expertise of the physician
as one form of legitimate authority (Latham, 2002). Such authority held that physicians’
commands should be obeyed because they possessed expertise that others did not.
Medicine’s basic foundation as a professional model protected it as an autonomous
structure free from the control of the government or other organizations (Light, 1990).
The regulations and restrictions of insurance companies, managed care organizations, and
government agencies, however, broke through medicine’s defenses, but its essence
remained the same—the physician is entrusted to provide the best possible clinical care to
the patient and (Light, 1990; Moise, 1999) and the patient, in turn, is regarded as a
passive and dependent thing that cooperates and complies with the clinician (Brody,
1980; May et al., 2004). Moise (1999) believed that physicians were not traditionally
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taught about the physician-patient relationship in medical school; rather, they relied on
experience to teach them what the relationship should be.
Foucault believed that power could not be possessed by one group and not
another (White, 2002). Rather, power is exercised (Savignon, 2006). Moreover, where
there is power, there is resistance (English & Irving, 2008). Resistance refers to the
“mastered” (Macleod & Durrheim, Mar 2002, p. 43) “pushing back to the power”
(English & Irving, 2008, p. 270) of the “masters” (Macleod & Durrheim, 2002, p. 43).
These actions of resistance are not predictable. This pushing back may be silent, subtle,
or generally noncompliant (English & Irving, 2008). They may also be visible and
audible (p. 270).
Poststructuralist feminists qualify this notion of resistance. They separate from
notions of organized group protests and instead move towards “individuals who effect
change in small ways” (p. 279). Foucault stated that the individual is not without the
capacity to exercise choice (Savignon, 2006). In medicine, personal choice would be
known as patient autonomy or personal agency. Patient autonomy is the ability of a
patient to choose freely without interference from the physician’s power and influence
(Quill & Brody, 1996). It is the process of respecting the patient as a person (p. 766).
This is not to be confused with merely granting patients’ requests. From a feminist
perspective, autonomy would be viewed as a relational concept involving the physician
listening to the patient’s unique story and ensuring that medical decisions and
interventions are integrated into the patient’s context, values, and experiences (p. 766).
This is referred to as the concept of “autonomy in relation”—patients making informed
decisions supported by a caring relationship (Borrell-Carrio et ah, 2004).
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Regarding choice as personal agency (Savignon, 2006), Freire stated that “people
as agents . . . can transform their world” (Spencer, Apr 2008, p. 99). This implies that
while power is typically exercised hierarchically those who are considered as having less
power may actually generate power and move it from the bottom up (p. 88). In this
respect, power is not just repressive but can be used to generate change (p. 89). In this
study, this would appear as shared power, shared decision making, and empowerment.
Power in biopsychosocial medical care appears differently from typical types of
medical encounters. First, an egalitarian relationship between the patient, doctor, and
family would be seen as pushing back to the power of medical professionalism that
privileges the expertise of the physician alone. Doctors would acknowledge their
limitations and vulnerabilities. Patients and families would exercise autonomy and
personal agency knowing they are part of a professional and caring relationship.
Physicians would experience changes in themselves as a result of being in relationship
with patients and families. All members of the triadic relationship would be empowered
to share power and share decision making. This study endeavors to discover unfamiliar
power relations—power that is productive—between patients, doctors, and families.

Power Is Pervasive And Capillary; Focus For Change Must Be On
Changing Social Systems
Foucault’s description of power as pervasive and capillary (English & Irving,
2008) supports feminism’s focus to changing systems rather than individuals (Mahlstedt,
1999). Power that is seen as capillary sees power as circulating (Ells, 2003) at all levels
of society (Ali, 2002). Power relations are not confined to institutional power (Ells,
2003). More importantly, when associated with social and political status, power is
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“ubiquitous in everyday life” (Savignon, 2006, p. 88) and day-to-day interactions (Ali,
2002). Thus, the effects of power may go unnoticed (Ells, 2003). Because PCC, RCC,
FOC, and WPG promote egalitarian relationships between physicians, patients, and
patients’ families, it is easy to assume that power is no longer a relational issue within the
everyday interactions in the medical encounter. This study assumes contrary to this
expectation—that power is “embedded in the complex web of relationships” (English &
Irving, 2008, p. 267) and, thus, will be found within the triadic relationship. This study’s
integrated critical feminist framework, however, delves less into “who [is] exercising
power” and more into “how [power is] exercised” (p. 276) within the triadic relationship.
Returning briefly again to medicine’s rise to influence and power serves to demonstrate
the pervasiveness of power and to support the argument that the focus of change must be
on changing social systems.
When medicine first began, patients were seen in their homes and physicians
made their diagnoses according to patients’ personal narratives. Epistemologically, as
diagnoses became more sophisticated, moving from patients’ homes to hospitals and
laboratories, physicians’ perceptions became the “primary source of data” (Anspach,
1990, p. 334). Medical professionalism (Latham, 2002) or the professional model (Light,
1990) would soon be bom. This ideology espoused the expert authority, knowledge, and
control of the physician (Latham, 2002; Light, 1990). What developed was a system that
benefited and served physicians. Doctors possessed complete autonomy. They controlled
the information shared with patients. They alone held expertise. They gained wealth and
economic security. And medicine gained political status (Gill, 1990; Light, 1990).

17
An asymmetrical relationship developed between doctors and patients (Anspach,
1990; Light, 1990). The results brought the following implications for patients: (1)
Patients surrendered both their subjective experiences and autonomy to the expertise and
freedom of the physician (Anspach, 1990); (2) Patients’ dependency on physicians’
decisions became apolitical value (Light, 1990); (3) Patients’ lifeworlds became
subordinate to the voice of medicine (Mishler, 1984); (4) Patient initiative was
discouraged and passiveness was encouraged (Bissell, May, & Noyce, 2004); and (5)
Patients were blamed for their illnesses if they failed to meet doctors’ expectations
(Bissesll et ah, 2004). This domination over patients is known as a “power-over”—
derived from the definition of power in political theory—which refers to “the ability to
influence or change another’s thinking or behavior” (Candib, 1995, p. 121). It is well
documented that female patients and patients with lower economic status have been the
most frequent recipients of this power-over dominance from doctors (p. 122). Doctors
accord patients who are older, White, more educated, or of higher social status with
greater respect and freedom (p. 122).
Freire observed that conditions riven with disparities locked people into
relationship. In essence, the identities of those with power and those with less power were
tied together (Rozas, 2007). Freire believed that the people who held more power and
those who held less power were both responsible for making changes that led to equality
(Spencer, 2008). He endeavored not to “win people over” (Johnston & Goodman, 2006,
p. 15) but to assist people to become aware of their situation, thereby, envisioning for
themselves that “another world” was possible (p. 18).
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One of the central tenets of biopsychosocial models of care is that physicians
share power and control with patients and families, thus, advancing medicine’s
recognition of the lay patient’s knowledge as legitimate (Mead & Bower, 2000) and the
family as a legitimate resource. From a feminist perspective, the doctor, patient, and
family are empowered in this system. The patient and family are empowered to
participate fully in their treatment and self-care (Bergeson & Dean, 2006) and the
physician is empowered not to do everything for the patient (Hamberger & Hindman,
2005). Patients and families are helped to overcome feelings of powerlessness and
helplessness. For the provider, the burden of providing a cure is replaced with attainable
goals related to stability and improvement (Hamberger & Hindman, 2005).
Biopsychosocial models of care bring a “dawn of power sharing” (Edsall, 2000).
Physicians who practice from these models see patients as capable of good decision
making and willingly share power without fear. This movement from a “power over” to a
“power to” model empowers patients to have greater agency in their health care (Black,
2005). Freire stressed that there must be an embrace of both objective and subjective
approaches to knowledge (Johnston & Goodman, 2006) in order to overcome
inequalities. Applying Freire’s belief to biopsychosocial healthcare, the knowledge of the
objective world of the doctor embraces with the subjective “lifeworld” of the patient and
the family. Freire believed in dialogical education, where the teacher and student become
co-teachers and co-learners (Mooney & Nolan, 2006; Roter & Hall, 1992). Applying this
to the triadic relationship, the knowledge of patients and families would be recognized as
valuable in conjunction with the biomedical knowledge of the physician (Roter & Hall,
1992). The medical encounter would be a place of co-learning and co-teaching between
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the patient, doctor, and the family. Rather than being locked into relationship, patients,
doctors, and families are in a relationship involving the qualities of caring and
partnership.

Gender
Feminism’s focus on changing systems supports Freire’s stance that both women
and men can experience oppression in social structures and that women and men must
unite to end structural inequalities (Rozas, 2007). Poststructural feminist research would
analyze the interrelationship between gender and other structural models such as power
structures and social structures (Johnson, 2002). In medicine, feminists have long argued
for healthcare practices that are approached from an ethic of caring (Black, 2005; Candib,
1995). This study endeavors to discover how such an ethic is received by both female and
male patients, female and male family members, and female and male physicians.
Historically, women, more than men, have been denied autonomous choices
(Parks, 1998). Feminists call for a contextualized approach to autonomy. “This approach
indicates that autonomy is not just a product of our personal resources and skills . . ., but
also of structural conditions that are beyond the agency of the individual patient” (p.
309). A contextualized approach argues that medical discussions or encounters regarding
health and illness must take into account the social realities and conditions that affect or
originate them. By contextualizing illness at both the individual and social levels, the
individual cannot be seen as the person holding the “problem” (p. 309). Women have
long endured being defined in terms of their reproductive roles and physicians claiming
the right to manage this role (Candib, 1995).
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In traditional health care, the physician is regarded as the singular expert on health
and illness. The knowledge and experience of patients towards their illness and health is
virtually ignored. Harrison (2007) posed a critical question, “What conditions must a
person satisfy in order to count as possessing knowledge?”(p. 686). Gender is likely a
factor in the response. Women typically are given fewer choices in their medical care
(Hertlein, 2003). Patients tend to feel more empowered in their interactions with female
physicians (Hall & Roter, 2002). And female physicians, more than male physicians,
engage in partnership building with patients (Franks & Bertakis, 2003). In their study
regarding depression and anxiety, Sleath and Rubin (2002) found that male patients were
more likely to be asked further questions about their anxiety than female patients and that
female physicians, more than male physicians, were more likely to counsel a patient who
presented with anxiety or depression. Gender differences are evident but not necessarily
made explicit. Feminists maintain the issue of gender because women continue to be
“denied autonomous choice and action, both socially and medically” (Parks, 1998, p.
306). PCC, RCC, FOG, and WPG do not specifically address gender disparities and how
to resolve them but this is not to say that they espouse gendered ideologies.

Caring
Carol Gilligan developed the notion of an “ethic of care” which is “based on the
concept that relationships are important and for women in particular, ethical decisions are
made only after consideration of how the decision would impact a relationship” (Black,
2005, p. 416). Tahka (1984) distinguished between the moral value of treating a sick
person rather than a “sick organ.” He argued against the practice of physicians following
“the laws of physics and chemistry” that do not see patients as individuals and members
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of a community (p. 3). The example given was the tendency of some doctors to refer to
patients as “the ulcer in room three” or “the liver in the window bed” rather than
addressing patients by their names recognizing them as “whole and individual people” (p.
3).

Moise (1999) listed the physician qualities patients felt were necessary for a
positive provider-patient relationship: (1) providing fast and efficient medical treatment,
(2) establishing a friendly rapport, and (3) showing compassion (p. 4). In comparison, the
patient qualities doctors deemed necessary for a positive doctor-patient relationship were:
(1) openness, honesty, and thoroughness, (2) an active interest in their own health beyond
simple compliance with doctor’s prescriptions, and (3) keeping track of their medications
(P- 4).
The patient qualities deemed necessary by physicians for a positive doctor-patient
relationship appear related to “disease and treatment-related outcomes” (Aujoulata et ah,
2007, p. 13). Patients are seen as the “recipients of medical decisions and prescriptions”
(p. 14). Responsibility for health care remains the responsibility of the provider (Black,
2005; Feldman, Ploof, & Cohen, 1999). Expertise and control are owned by the
professional.
Moise’s list of physician qualities signify patients who are self-confident, value
their autonomy, expect respect and highly personalized care, demand active participation
in the decision-making of their health care, and seek partnership with their health care
provider (Black, 2005; Moise, 1999). These patients are seeking doctors who are
“humane, understanding, articulate, and accessible” (Moise, 1999, p. 5). PCC, RCC,
FOC, and WPC provide an avenue from which the physician, patient, and family may
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realize their values and goals. These models of care are relationship based; they
acknowledge that clinical, family, and social relationships have a strong influence on
health (Epstein et ah, 2003).
Key tenets of PCC, RCC, FOC, and WPG are the recognition of the personhood
of the patient (Mead & Bower, 2000), relationship (Frankel, Quill, & McDaniel, 2003),
and partnership (Black, 2005). Patients are recognized as experiencing individuals and
experts about their lives. Patients and families are empowered to be active and involved
partners with the physician. From a feminist perspective, empowerment happens because
physicians relinquish control and authority over the lives of their patients and treat
patients and families as the persons ultimately responsible for their own lives.
Empowerment is “facilitated by a caring relationship, and not merely given by someone,
nor created within someone (Aujoulata et al., 2007, p. 15).

Summary of Theoretical Framework
In summary, a critical feminist perspective in this study makes visible the
following factors that have been influential in shaping the patient-doctor relationship,
specifically, how patients, doctors, and families see, form, and commit to relationship.
1. Historical and structural factors have shaped the asymmetrical relationship
between patients and doctors in clinical practice.
2. Societal and personal values have legitimized the authority of physicians and
subjugated the experiences of patients.
3. The priority of the medical system has been the agenda of doctors. Instead,
focus must be on empowering patients and their families, the consumers of the medical
system. Patients and families are no longer wishing to be passive consumers.
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4. Issues of voice are intimately connected to power. This refers to physicians’
knowledge being held in higher regard to the lifeworld of patients, thus, the subjective
experiences of patients become relegated to irrelevant status.
6. Gendered ideologies have historically subjugated the experiences of women.
7. The structure of medicine protected the autonomy of physicians and lessened
the autonomy of patients.
A critical feminist perspective recognizes the foregoing factors as negative
influences that have historically shaped the relationship between patients, doctors, and
families. But this perspective compels this study to also balance these historical and
structural factors with what is happening in the clinical encounter with the advent of
biopsychosocial approaches. A critical feminist perspective acknowledges that medicine
has begun taking a different path—a shift from a model ofpractice centered on the
physician to a model of care centered on the patient (Fairhurst & May, 2006; Ishikawa &
Yamazaki, 2005) and the family (McDaniel et al., 1990).
PCC, RCC, FOC, and WPG have challenged the traditional organization of
medicine by placing the patient’s and family’s experiences of illness alongside the
physician’s experience of disease and, thereby, establishing common ground between
them (Beach & Inui, 2006). Physician autonomy and patient dependence are replaced
with the belief in relational reciprocity between doctor, patient, and family—essentially,
the “integration and synthesis of both the biomedical and lifeworld perspectives”
(Kjeldman, Holmstrom, & Rosenqvist, 2006, p. 31). The practice of collaboration is
based on respectful partnership and shared power (McDaniel & Hepworth, 2004). A
critical feminist perspective compels this study to examine the impact of biopsychosocial
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approaches on how patients, doctors, and families see, form, and commit to relationship.
It purposely seeks to discover acts of caring and how power may be productive in the
patient-doctor-family relationship in the context of PCC, RCC, FOC, and WPC.

Review of Literature

Truth is elusive, and understanding from perspective(s)
is a necessary starting place (Stein, 2005, p. 440).

The literature is scant regarding the patient-doctor-family relationship as a whole.
What is known is that the trends in medicine point to the patient’s subjectivity of their
illness becoming more important, the physician’s objectivity becoming criticized, and the
interaction between the patient and physician becoming more complex (May et al., 2004).
In addition, clinical research has primarily focused on the complexity of the dyadic
encounter between the patient and physician but is now recognizing the dynamics in the
triadic encounter between the patient, physician, and family (e.g., Ishikawa, Roter,
Yamazaki,& Takayama, 2005).
The purpose of this chapter is to build understanding of the triadic relationship by
reviewing established knowledge about the patient, the physician, and the family in
relation to the patient-doctor relationship, the patient-family relationship, and the familydoctor relationship. This chapter is divided into three sections. The first and second
sections discuss what doctors and patients want from the patient-provider relationship
and how they interact. The third section discusses the varied roles the family plays in
patient care and their influence on the patient-provider relationship. The significance of
power and gender in shaping the needs and interactions of physicians, patients, and
families is interwoven in these reviews.
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What Physicians Expect From Patients and How They Interact in the
Patient-Physician Relationship
In 1968, 132 physicians were asked about their behavior with patients. Eighty
percent responded that they “gave the same amount of attention to all patients” (Hooper,
Comstock, Goodwin, & Goodwin, 1982). Studies have shown however that physician
behavior varied with patient demographics. Example, physicians were less frustrated
(Hall, Roter, & Katz, 1988) with and gave greater attention to patients with higher
socioeconomic status (Candib, 1995; Hall et ah, 1988). Studies are mixed regarding the
gender of patients and the quality of their care. Some researchers find that physicians like
male patients better than female patients (Hall, Epstein, DeCiantis, & McNeil, 1993), that
they dominate female patients (Candib, 1995) while other researchers find that female
patients receive greater total communication and more positive talk than male patients
(Hall et ah, 1988).
In 1983, the American Board of Internal Medicine required that physicians
demonstrate humanistic behaviors in the patient-doctor relationship. These included
commitment to integrity (to be honest and trustworthy), respect (“to honor other’s
choices and rights regarding themselves and their medical care”), compassion (to provide
comfort “without excessive emotional involvement”), and to “care for patients in terms of
the patient’s values” (Benson et ah, 1983, p. 722). Yet in the last thirty years, research
has continued to confirm an imbalance in power between physicians and patients (Brody,
1980) and that physician (e.g., Roter & Hall, 2004) and patient (e.g., Bertakis, Franks, &
Epstein, 2009) gender affect the patient-physician interaction.
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Hall et al. (1993) found that physicians who were less experienced tended to like
their patients more. Martin et al. (1976) however found that as physicians gained more
experience in diagnosing a patient, they gave less attention to the patient’s experience of
illness and focused more on the diagnostic category of the patient’s illness.
Yes, there is much ambiguity concerning what physicians expect from patients
and how they interact in the patient-doctor relationship. The literature however is clear
that power (Brody, 1980) and gender (Risberg, Johansson, Westman, & Hamberg, 2003)
are very much associated with physician expectations of and interactions with patients.
Interactions include connection with patients, obtaining the confidence and trust of
patients, and establishing equality and partnership with patients.

Connection
Physicians rarely reveal their assumptions about patients (Anspach, 1990).
Research confirms that patient-physician bonding is a process involving the physician
negotiating power and authority with the patient (May et al., 2004; May, Dowrick, &
Richardson, 1996). Findings reveal that doctor satisfaction with the patient-doctor
relationship comes with successfully solving and managing patients’ medical problems
(Fairhurst & May, 2006; Frankel & Beckman, 2004; May et al., 2004). In order to
achieve this, the medical encounter is dominated by physician language and perspective
(Hauser, 1981) in order to successfully dispose of patients’ symptoms (May et al., 2004).
Physicians become frustrated if they can not successfully resolve patients’ symptoms
(Fairhurst & May, 2006; May et al., 2004) or if symptoms defy medical explanation
(Edwards & Patterson, 2003) such as patients’ troubled life circumstances (May et al.,
1996).
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The reasons physicians will like patients are: patients who are mentally and
physically healthier (Hall et ah, 1993; Hall, Horgan, Stein, & Roter, 2002), patients who
are more satisfied with the care given by the physician (Hall et ah, 1993; Hall et ah,
2002), and patients who have more positive affect after the visit and are more satisfied
with the overall medical visit (Hall et ah, 2002). In their qualitative study involving
general practitioners, Fairhurst and May (2006) reported that physicians held greater
satisfaction when they felt that their personal attributes contributed to the patient’s
successful outcome, when they knew the patient as a person which contributed to a
“meaningful therapeutic action” (p. 503), and when their sense of self (referring to their
individual identity and values as a physician) was validated with successful patient
outcomes. Findings suggest that the physician feels greater satisfaction with the overall
visit (Hall et ah, 2002). An interesting effect is that physician liking for a patient and the
patient’s satisfaction with the physician and their care result in a reciprocal or mutually
rewarding relationship for both the physician and the patient (Hall et ah, 1993; Roter &
Hall, 1992).
Physician affect is an integral aspect of physician-patient connection. Studies
show that physicians struggle with the issue of setting emotional distance, namely.
between offering sympathy and being empathetic (May et ah, 1996). In most studies,
physicians resist or avoid giving empathy (Frankel & Beckman, 2004; Hauser, 1981) to
patients’ symptoms unless symptoms can be successfully resolved (May et ah, 2004).
This is in agreement with findings that physicians with more experience tended to show
less empathy (DiLalla, Hull, & Dorsey, 2004).
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The doctor however is not entirely in control of situations where emotions are
involved. In the study by May et al. (1996), in their efforts to control their disclosure,
patients may sometimes paralyze a doctor’s efforts to be supportive emotionally by
remaining silent or describing an emotionally laden situation in such a manner as to
“render it unusable” (May et ah, 1996). In this respect, patients’ control in what they
disclose and how their disclosure will be used mirrors physicians’ use of control (p. 199).
Emotional distance is not entirely a negative for physicians. There is the argument
that continual emotional engagement with patients may contribute to physician burnout
and that patients are not comfortable with physicians whom they view as highly
emotional (Pembroke, 2007). Overall, studies support that emotional resonance in the
physician is beneficial for the medical encounter: it results in greater patient outcomes
(Beck, Daughtridge, & Sloane, 2002); it humanizes the medical encounter (Pembroke,
2007); it enables the doctor to hear the subtle or hidden messages in patient
communication (p. 293); and it can provide vital clues to the causes of patients’
presenting symptoms (p. 293).
Other patient factors have been shown to affect physician connection. Physicians
give better interviewing, more information, more respect, more supportive talk, and
greater empathy to White patients as compared to Blacks or Spanish-American patients
(Candib, 1995; Hall et ah, 1988; Hooper et ah, 1982), greater nonverbal attention,
freedom, and courtesy to well-groomed (Hooper et ah, 1982) and higher educated
patients (Candib, 1995). The patient’s age is a significant factor. Consistently, elderly
patients receive more courtesy (Candib, 1995; Hall et ah, 1988; Hooper et al., 1982),
more information (Hall et ah, 1988; Hooper et al., 1982), more communication (Hall et
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al., 1988; Hooper et al., 1982), and more respect (Beach, Roter, Wang, Duggan &
Cooper, 2006) from physicians.
The gender of physicians has been shown to influence physician-patient
communication. Studies show definite distinctions in the medical encounter between
female physicians and their patients and male physicians and their patients. Female
physicians in general like their patients more (Hall et al., 1993), spend more time with
patients, especially with female patients (Hall, Irish, Roter, Erhlich, & Miller, 1994;
Hojat et al., 2002; Meeuwesen, Bensing, & van den Brink-Muinen, 2002; Roter & Hall,
2004), and show greater empathy (DiLalla et al., 2004). In addition, female physicians
are found to engage in more positive talk, partnership building, sharing control, question
asking, and information giving about both biomedical and psychosocial issues (Beach &
Roter, 2000; Byland & Makoul, 2002; Franks & Bertakis, 2003; Hall et al., 1994; Roter
& Hall, 2004; Street, Krupat, Bell, Kravitz, & Haidet, 2003).
In comparison to female doctors, male physicians tend to have more interpersonal
difficulties with patients than do female physicians (Hall et al., 1994). Female physicians
are found to be more affective, sensitive to patients’ needs (Meeuwesen et al., 2002),
nurturant, expressive, and have stronger interpersonal orientations (Hall et al., 1994). In
female-female dyads, communication is contributed to equally by both the physician and
patient whereas in the male-male dyads, the physician tends to dominate the
communication (Hall et al., 1994).

Patient Confidence and Trust
In 1956, medical relationships advocating active patient participation was
promoted over the traditional patient-physician relationship model of Activity-Passivity
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(the physician acts on the patient) (Flocke, Miller, & Crabtree, 2002). In response, the
models for Guidance and Cooperation (physician tells patient what to do, patient
cooperates) and Mutual Participation (the physician and patient are partners) were
developed (p. 836). Despite this advocacy encouraging greater patient participation,
studies show that gaining patient confidence and trust for physicians has been
problematic. In his empirical review of the literature, Hauser (1981) found that physicians
tended to use language that was efficient, objective, information gathering, time
managing, analyzing, and probing and that once the patient presented their symptoms, the
doctor essentially blocked the patient from expressing their feelings or concerns related to
their symptoms.
The benefits of developing a therapeutic relationship are well supported (Frankel
& Beckman, 2004) but physicians’ skills for relationship-building remain suboptimal
(Frankel & Beckman, 2004). In some studies, physicians who practice from a
biopsychosocial perspective elicit psycho and social information but focus more on the
patient’s bio or pathology (Flocke et ah, 2002; May et al., 1996). Physicians who are
more person-focused (practice biopsychosocial perspectives) receive higher patient
satisfaction ratings (Flocke et al., 2002).
In addition to older patients, physicians accord greater respect to patients they’ve
been in relationship with the longest (Beach et al., 2006). Patients, in turn, are able to
perceive if they are being respected by their physician and, if they are inaccurate, tend to
overestimate physician respect (p. 347). Physicians who respected their patients tended to
give more information and expressed greater positive affect with those patients (p. 348).
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Physicians were also were more willing to share power with patients they respected (p.
352).

Regarding patient gender, there are studies that disprove the belief that physicians
disparage female patients (Hooper et ah, 1982). Hall et al. (1988) and Hooper et al.
(1982) found that physicians gave more information, communication, partnership
building, positive talk, and empathy to female patients than male patients. Physicians also
left the room fewer times with female patients than male patients.

Equality and Partnership
Traditionally, patients’ concerns are unsolicited unless they are in agreement with
medical definitions (May et al., 2004) or can be managed within the limited time allowed
for the medical visit (Frankel & Beckman, 2004). Participation in decision making is
regarded as respecting patient autonomy (Beach et al., 2005). Studies reveal that
physicians are more likely to build partnership with male patients and patients who take
more active participation in their care (Street et al., 2003). An unanswered query is what
physician interaction behaviors specifically lead to positive patient outcomes (Beck et al.,
2002; DiMatteo, Taranta, Friedman, & Prince, 1980).
Lelie and Verweij (2003) stated that the majority of authors argue that there
should be “one dividing line between a physician’s and a patient’s decision-making
domain” (p. 22). This argument is regarded as a dichotomy, meaning that there is one
voice, one authority (the physician or the patient) that has the decisive voice to withhold
or engage treatment. Lelie and Verweij reject this notion of a dichotomy and advocate for
a joint effort between patients and physicians to seek a solution. The authors propose a
model that emphasizes interdependency between patients and physicians—patients and
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physicians become dependent on each other to explore, deliberate, and agree on a
solution/decision to withhold or engage treatment.

What Patients Want and How They Interact in the Patient-Physician
Relationship
Well into the 1970s, the doctor-centered model of practice held sway. In the late
1960s, however, criticisms against the paternalism and biomedical reductionism of
medicine began surfacing along with patients’ desires to be treated as whole persons
rather than passive recipients of medical knowledge (May et ah, 2004). A shift in
medicine began to occur—a shift from a model ofpractice centered on the physician to a
model of care centered on the patient (Fairhurst & May, 2006, emphasis mine). Patientcentered care has challenged the traditional organization of medicine by placing the
patient’s experience of illness alongside the physician’s experience of disease and,
thereby, establishing common ground between them (Beach & Inui, 2006).
Patients have two basic needs from their physician: the cognitive need to be given
medical information that makes them fully informed and the emotional need to describe
their medical problems and be taken seriously (Meeuwesen et al., 2002). In essence,
patients need their physicians to possess interpersonal skills that will make it less difficult
for them to communicate their worries and emotions (p. 241). Patients will not actively
engage in the medical visit if they feel that doctors will not respond to their needs (p.
241). The majority of patients want basic medical information from their physician. Some
will want direct participation in making clinical decisions, but most will depend on their
physician’s advice and consultation with their family to make important and major
medical decisions (Borrell-Carrio et al., 2004).
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Connection
Little is known about how patients judge their physicians (Shah & Ogden, 2006).
In a qualitative study by Anderson, Barbara, and Feldman (n.d.), patients identified five
characteristics of their primary care physician that they valued: (a) having easy access to
their physician including consultation via the telephone, (b) communication skills that
included listening, viewing the patient as a partner, giving technical information honestly
and conversationally, (c) having bonded with the provider who is humane, caring,
supportive, understanding, trustworthy, and includes the family, (d) receiving outstanding
medical care from the physician who advocates for the patient, possesses technical
expertise, is thorough, and is not a “pill pusher,” and (e) being in continuous relationship
with their physician thus ensuring continuity of care that includes referrals for second
opinions when needed and monitoring of their treatment plan. The implication of these
results suggests that patients are not just seeking a professional relationship with their
physician but, more so, an equal, personal, and caring closeness with their physician.
Regarding gender, on the whole, patients like female physicians more than male
physicians (Hall et ah, 2002). In one study, patients judged female doctors to have better
personal manner, better technical skills, better explanation skills, and more likely to
empower the patient (Shah & Ogden, 2006). Both Asian and female doctors were judged
as more likely to explore the emotional aspects of health (p. 136). Female patients are
more likely to fully disclose health problems to a female physician (Beach et al., 2006).
Furthermore, Houle and colleagues (2007) found that female patients need for their
physicians to be their advocates, to be skilled in working with patients from multi
cultures, to be respectful, and to have good interpersonal communciation.
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In their meta-analysis, Hall and Doman (1988) showed that patients valued
humaneness and technical expertise in their physicians above all else. Being treated with
respect and dignity are especially important to patients. Interestingly, patient satisfaction
has been proven high when they were treated with respect and dignity despite poor
medical care (Jangland, Gunningberg, Carlsson, 2009). Beach et al. (2006) confirmed
that patients (including minorities) report higher patient satisfaction when treated with
dignity. For minority patients, being treated with dignity resulted in higher compliance
with physicians’ treatment recommendations. Julliard et al. (2008) support these
conclusions. They found that Latina patients were more likely to fully disclose their
health issues to physicians when they were treated with respect and were truly heard.
There has been much literature on incorporating spirituality and religion into the
medical encounter especially as part of practicing whole person care (Anandarajah,
2008). To date, however, results are inconclusive regarding the incorporation of religion
and spirituality into the patient-physician relationship. Both physicians (Curlin,
Sellergrin, Lantos, & Chin, 2007) and patients differ in their desire or need for physician
prayer (MacLean et al, 2003; Mann et al., 2005)
Roter and Hall (1992) emphasized that patient-physician talk is crucial because
“through talk, doctors and patients express who they are, what they expect of each other,
and what kind of relationship they have” (p. 5). The authors outlined seven
communication-transforming principles (pp. 5-19) for improved communication. One,
patients are allowed to tell their story—their meaning of the illness and the disease—and
doctors hear them in this intimate way in order to truly care for them and treat them.
Patients want a caring relationship with their physician, not merely to be understood
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(Pembroke, 2007). Two, doctors recognize that patients’ hold expertise on their health
and well-being. Three, doctors recognize how patients’ physical symptoms are related to
their life stresses and how difficult patients find it to communicate their problems. Four,
doctors share their expert medical knowledge in a manner that is meaningful to patients;
patients in turn trust doctors’ technical expertise to be in their best interest. Five, doctors
recognize that patients depend on their medical knowledge but they equally depend on
them for emotional support. Six, patients and doctors respond to one another on the basis
of reciprocity or spirit of exchange. Seven, patients and doctors are aware of stereotyped
roles, assumptions, and expectations and, thus, empower each other with the power and
freedom to change limitations within their relationship. These principles reflect the
philosophies of biopsychosocial perspectives. These principles also suggest that the
physician is primarily responsible for a successful patient-physician relationship.
There are gender differences in the way female and male patients communicate.
Female patients are more likely to express themselves with emotions, desire emotionally
supportive language from their physician, engage in partnership talk, give more answers
when asked questions, and receive more explanations from their doctors (van den BrinkMuinen, van Dulmen, Messerli-Rohrbach, & Sensing., 2002). Male patients are less
likely to engage in psychosocial talk with female physicians (van den Brink-Muinen et
ah, 2002). While a psychosocial pattern is more likely with a female patient, a surprising
result was found in a study conducted across six Western-European countries (van den
Brink-Muinen et al., 2002)—-the female physician-female patient dyad was more likely to
engage in a biomedical interaction. Another significant finding was presented by Sleath
and Rubin (2002). In their study, the authors found that if anxiety was discussed in the
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medical visit, male patients were asked more questions about their symptoms than female
patients. The authors recommended that future research explore the reasons for this bias.
A study by Schmittdiel and colleagues (2000) consisted of a sample of 11,494
primary care patients from family practice and internal medicine clinics. Results showed
that female patients were three times more likely to choose (versus being assigned to)
their primary care physician, to choose a female physician, and to place a higher value on
physician communication skills and personal manner. On the whole, however, when
patients were given the opportunity to choose a primary care physician, the majority of
patients chose a male physician. Schmittdiel et al. concluded that a possible explanation
for this is that male physicians are associated with the qualities of authority and
competence while female physicians are associated with the qualities of nurturance and
equality.
Schmittdiel et al. found interesting characteristics with female and male patients
who chose their physician versus female and male patients who were assigned to a
physician. Female patients who chose their physician tended to be younger, less
educated, and poorer than male patients. On the other hand, patients (female or male)
who were assigned to female physicians were younger, more educated, wealthier, and in
better health than patients assigned to male physicians. Finally, female patients who
chose female physicians were less likely to be satisfied with their physician. In
comparison, male patients who chose a female physician were the most satisfied of the
four dyads (i.e., female-female, female-male, male-male, male-female). The study could
not account for these sex differences. These results contradict the findings from Hall et al
(2002) that most patients like female physicians over male physicians. Results suggest
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that patients’ liking of their physician is not necessarily associated with satisfaction of
their healthcare. Liking may be more associated with the physician’s personality, caring,
and values whereas satisfaction is more associated with the technical aspects of the
medical visit.

Confidence and Trust in the Physician
Patient confidence and trust in their physicians is probably more easily recognized
in patient-physician communication, which includes verbal and nonverbal behaviors.
Patient satisfaction is the most used measurement of patient-physician communication
(Kaplan, Greenfield, & Ware, 1989). Many factors affect patients’ satisfaction. Patients
differ in their expectations of physicians depending on physician gender (Mast, Hall,
Kockner, & Choi, 2008). Patients expect female physicians to behave according to
traditional female roles such as showing greater eye contact, leaning forward, and using a
softer voice (p. 1212). With male physicians, the expectation is associated with
traditional male roles such as using a louder voice, exercising greater distance from the
patient, and looking at the patient’s chart (p. 1212).
Certain patient sociodemographics are associated with patient satisfaction. In their
meta-analysis, Hall and Doman (1990) found that older patients and patients with less
education had the highest satisfaction ratings. Gender expectations for the patientphysician dyads also predict patient satisfaction. In male-male dyads, the communication
style of the physician had no affect on patient satisfaction; however, in female-female
dyads, female patients were more satisfied if they felt that their female physician cared
for them (Mast et ah, 2007).
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Equality and Partnership
Issues of power in the patient-provider relationship did not abate with the
movement towards PCC, RCC, FOC, or WPC. Discussions of the influence of power—
both implicit and explicit—in the patient-provider relationship have inevitably
accompanied discussions of increasing patient empowerment (e.g., Timpka, 2000) and
respecting patient autonomy (Parks, 1998). In their meta-analysis, Aujoulata et al. (2007)
analyzed the process by which patients who lived with chronic illness became
empowered. Their results revealed the following themes regarding patient empowerment:
(a) empowerment is facilitated by the healthcare provider, especially by providers who
practice patient-centered care, (b) both patients and providers are changed by the
empowerment process, and (c) self-management and shared decision making were the
frequent outcomes of empowerment.
Research evidence suggests that patients want a more active role in their medical
care (Kaplan et al., 1989). Involving patients in decision making is an important aspect of
respecting patient autonomy (Beach et al., 2005). Patients are more likely to comply with
physician treatment recommendations if they are involved in decision making (p. 331).
Patients who desire shared control in the medical encounter are usually more active in the
visit. While most patients want shared control, some need encouragement (Street et al.,
2003). Feminists caution that defining empowerment is the privilege of the individual.
Some patients want simply to be kept informed of their medical condition while others
want full participation in decision making (Roberts, 1999).
Quill and Brody (1996) proposed a model for enhanced autonomy. In this model
physician power and authority is balanced with the patient’s personal sense of power and
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competency and simultaneous dependency on the physician’s medical knowledge. In this
model patient autonomy does not disregard the physician’s medical knowledge. Indeed,
physicians offer recommendations to patients, being fully aware that they may be
rejected, thus supporting patients’ power and competence.
Patient sociodemographics also affect patient participation in the medical
encounter. Studies show that there are distinct differences between female and male
patients. Female patients are more actively involved in medical visits (Sleath & Rubin,
2002), tend to use more psychosocial talk with physicians (van den Brink-Muinen, 2002)
and, in cases involving depression or anxiety, female patients are three times more likely
than male patients to bring up these conditions even before the physician discusses them
(Sleath & Rubin, 2002).
Kaplan, Gandek, Greenfield, Rogers, and Ware (1996) found that elderly (age 75
and older) patients and young adult (younger than age 30) patients were least likely to be
active in their care. Patients with less education, minority patients, and male patients were
also less likely to participate with physicians. The authors however found that male
patients were more likely to participate with female physicians.
Some findings related to gender are mixed. For example, the finding that female
patients were less likely to be satisfied with their physician is not supported conclusively
by the literature. Some studies report higher patient satisfaction with female physicians
and others report higher satisfaction with male physicians (Beach & Roter, 2000; Roter &
Hall, 2004). In their own analysis of studies, Beach and Roter (2000) found that both
female and male patients were less likely to be satisfied with younger female physicians.
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In another study, Roter and Hall (1997) found that both female and male patients
tended to talk more with female physicians, thus, patients are capable of “fully telling
their story” (p. 57). Increasing patient engagement, however, did not necessarily
correspond with higher satisfaction with female physicians. Hall and Roter (2002) found
that both female and male patients tended to feel more empowered with female
physicians.

The Role ofFamilies and Their Influence on the Patient-Physician
Relationship
It is well documented that families play a vital role in helping patients manage
their medical conditions (Bergeson & Dean 2006; McDaniel et al., 1990; Speice et ah,
2000), such as chronic illness (Bergeson & Dean, 2006; Fortinsky, 2001), critical care
(Curtis et al., 2002; Davidson et al., 2007; Hupcey, 1999), dementia (Fortinsky, 2001),
and end-of-life or palliative care (Kovacs et al., 2006). In meeting their demanding care
responsibilities, families often experience serious emotional and physical health problems
(Fortinsky, 2001).
In the 1990s, the American Medical Association (AMA) urged primary care
physicians to form partnerships with family caregivers (Fortinsky, 2001). In fact, studies
have emphasized that families should be given an increased say in decision making
(Kovacs et al., 2006) and that physicians should increase their support to family
caregivers (Rabow et al., 2004). Sharing power with patients and families and including
them in decision-making has been shown to result in better health outcomes (McDaniel &
Hepworth, 2004).
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Studies show that the family will rate family-clinician communication higher in
importance, even over the clinician’s clinical skill (Curtis et ah, 2002). Common
throughout the various contexts of caregiving, families need the following from
clinicians:
1. Families need accurate and complete medical information from physicians. In
dementia care, families want a diagnosis (Fortinsky, 2001). Similarly, in the area of
critical care, families need clinicians to educate them about the patient’s condition and
prognosis. In turn, families educate clinicians about the personhood of the patient (Curtis
et ah, 2002).
2. Families want to know how to manage current or expected symptoms
(Fortinsky, 2001). In critical care, families need explicit discussions with physicians
about the dying process and what will happen after the patient has died (Curtis et al.,
2002).

3. Families need emotional support from clinicians (Fortinsky, 2001). In critical
care, physicians show support for families by expressing care and lessening the family’s
burden of responsibility or guilt (Curtis et al., 2002; Davidson et al., 2007), by
acknowledging the difficult and complex care family’s provide, by supporting the
family’s decision-making, and by assuring families of the clinician’s accessibility and
continuity of care (Curtis et al., 2002).
4. Families need more help with decision-making (Davidson et al., 2007).
Families serve other important roles in medical care. Both physicians and patients
acknowledge that family members serve an important function in the gathering and
sharing of information, decision-making process and in giving patients necessary
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emotional support (Speice et aL, 2000). For example, some patients prefer to hear a
diagnosis from their family rather than the physician or at least have their family present
in the medical visit when news is given (Speice et ah, 2000).
A study conducted in Japan indicated that Japanese patients and physicians tended
to rely more on family opinions and less on patient autonomy in clinical decision-making
(Ishikawa & Yamazaki, 2005). In a separate study, family companions made significant
contributions to the visit by providing information, asking the physician questions, and
facilitating the patient’s talk. The companion’s communication influences not only the
patient’s but also the physician’s communication (Ishikawa et al., 2005). Patients want
doctors to inquire about their family or living situation (Keating et al., 2002; Ono et al.,
2005). A family-oriented practice results in better health outcomes (Medalie, Zyzanski,
Goodwin, & Stange, 2000) and increases patient trust of the physician (Keating et al.,
2002).

Main and colleagues (2001) presented a typology of how the family context
informed and influenced family practice outpatient visits: (1) the family context provides
vital medical information about the patient’s disease, illness, and health; (2) the family
can provide information about the source of the patient’s illness; (3) the family
contributes to discussions about managing the health and illness of the patient; (4) the
family provides emotional support to the patient; and (5) the family serves as a resource
for caregiving and collaboration. This study is supported by Schilling et al. (2002) who
found that family members who accompanied patients to their appointments generally
had a positive effect on both the physician’s and the patient’s understanding.
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This is not to negate that conflict can occur between the family and the physician
(Rabow et ah, 2004). Negotiating family issues can sometimes be difficult for physicians
especially when families challenge the physician’s authority, are embroiled in conflicted
family dynamics that impact the clinical process, threaten litigation against the physician,
or come from culturally or religiously different backgrounds from the physician (Rabow
et ah, 2004). One of the essential skills a physician must develop is being sensitive to and
having the ability to intervene in family dynamics that interfere with the patient’s
healthcare (Williams et al., 2000). An important emphasis is that the quality of the
interactions in the patient-physician relationship and the quality of the interactions in the
patient-family relationship will affect health and illness outcomes (Williams et al., 2000).

Conclusion
There are many challenges to studying the patient-doctor-family relationship.
First, studies examining what physicians expect from patients and how they interact with
patients do not draw definite conclusions. Results show however that issues of power and
gender influence expectations and interactions. Studies don’t hesitate with statements that
physicians exert much control and influence regarding patient communication and
involvement in the medical encounter. In addition, there are professional mandates
regulating physician behaviors (Benson et al., 1983) regarding the patient-physician
relationship.
Physicians must protect their professional identity in the respect that they are
charged with resolving or relieving patients’ medical issues and achieving overall
successful patient outcomes (Beck et al., 2002; DiMatteo et al., 1980). Consequently,
physicians have struggled with many personal and professional issues. There is the
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struggle of displaying appropriate affect (DiLalla et al, 2004; Frankel & Beckman,
2004; May et al., 1996). There are interpersonal difficulties that are influenced by patient
gender and other sociodemographics. There are issues of sharing power and creating
partnership that are again swayed by patient gender and other sociodemographics (Street
et al., 2003). There is the unwritten implication however that physicians depend on
patients to be satisfied with their healthcare (Hall & Doman, 1990), for contributing to
the physician’s positive sense of self (Fairhurst & May, 2006), for developing a
meaningful therapeutic relationship (p. 503), and for creating a mutually rewarding
relationship (Hall et al., 1993; Hall & Roter, 1992).
Second, whereas patients were once regarded in the sick role (Brody, 1980) this is
no longer the accepted view. Studies show however that the degree of active patient
involvement in the medical visit is mixed and is affected by many variables. Patients
however have two basic needs: the need to be given honest and informed information by
their physician and the need to be cared for (Jangland et al., 2009). How much a patient
wishes to participate is dependent on the gender of the physician (Beach et al., 2006), the
physician’s race (Shah & Ogden, 2006) gender of the patient (Sleuth & Rubin, 2002), and
other patient sociodemographics such as age, race, and level of education (Kaplan et al.,
1996). While results are mixed, there are key implications. Patient satisfaction is only a
secondary measurement of what patients want from their providers. Patients value being
cared for (Anderson et al., n. d.; Hall & Doman, 1988), being known personally
(Anderson et al., n.d.), and being treated with respect and dignity (Jangland et al., 2009)
above technical expertise. Patients want a personal, close, and lasting relationship with
their doctors (Anderson et al., n.d.).
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Finally, previous studies on the role of families have been beneficial in
establishing the important influence of the family in the patient-doctor relationship and
the existence of a triadic relationship. There is indication that physicians need to develop
the skills to intervene in conflicted family dynamics, that physicians are sometimes in
conflict with the family, and that the family is dependent on the physician for clinical
knowledge and emotional support.
In summary, the foregoing review highlights important understandings about the
patient-doctor relationship, the patient-family relationship, and the family-doctor
relationship:
1. Patients want to actively participate in their health care, to be in partnership and
share in the decision-making with their physician in varying degrees, and to depend on
the physician’s medical knowledge to make an informed decision.
2. Studies show that female physicians tend to provide a clinical atmosphere
where patients can actively participate in their healthcare, share decision-making, be in
partnership with patients, and acknowledge patients’ affective responses.
3. Families want emotional support, shared decision-making, and respect from
clinicians.
4. Physicians want to maintain some of their medical authority.
5. Families are a vital emotional and health support for patients in their health and
illness care.
6. Families contribute positively to the patient-doctor relationship.
Studies reveal much about the expectations and interpersonal processes between
patients and doctors, between patients and their families, and between families and
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doctors. The primary limitation of the foregoing studies is that methodology included the
perceptions of the physician, the perception of the patient, the perception of the family,
the perception of the patient and physician, or the perception of the patient and family.
Studies did not include all three members. What the foregoing review confirms is that
medical encounter is about three persons: the patient, doctor, and the family (whether
they are present or not). The challenge for this study is to fill this gap by understanding
relationship between the patient, doctor, and family from the perspectives of all three.

Methods

There’s no doubt the best part of clinical practice is the
ongoing, continuing relationship with families. The longer
you stay in practice, the more you cherish that
relationship.... My practice is growing older with me
(Barbara Kermode-Scott, “Nothing More Satisfying:
College Presidents reflect breadth of family medicine,
Canadian Family Physician , Mississauga: CFPC, May
1999, pp. 1378-81).

Qualitative studies have been particularly beneficial in understanding
communication and interaction in the patient-physician relationship (Stewart, 2003).
They offer greater in-depth understanding of attitudes, beliefs, preferences, and relational
processes than is possible through quantitative research (Say, Murtagh, & Thomson,
2006). For example, qualitative studies can demonstrate the complexity and diversity of
patients’, doctors’, and families’ preferences for shared decision making and highlight the
importance of interpersonal processes and relationship involved in decision making (p.
111).
Grounded theory methodology, in particular, has been widely used in varying
contexts involving the perspectives of patients, providers, and families. Research using
grounded theory techniques has ranged from identifying the communication preferences
of patients, physicians, and families involved in cases of critical or palliative care (Reinke
et al., 2008) to issues of shared decision making and partnership between patients and
physicians (Saba et al., 2006) to patients’ and families’ preferences for models of care in
Japan (Slingsby, 2006).
Following the wisdom of these previous studies, this study utilized grounded
theory methodology to understand how patients, doctors, and families saw, formed, and

48

49
continued relationship and how power and gender co-constructed their relationship. This
study developed grounded theory using the assumptions and procedures of Charmaz’s
(2000) constructivist grounded theory.
The fact that qualitative research does not seek to prove “definitive conclusions”
but to “uncover new information and perspectives” based on the perspectives and stories
of participants (Ellis & Campbell, 2005, p. 41) underpinned this study’s choice to follow
constructivist grounded theory (Charmaz, 2000). The goal of grounded theory is to
develop theory (Daly, 2007) and, in the case of constructivist grounded theory, theory
development happened by first understanding how participants constructed meanings
(Charmaz, 2006). How did patients, doctors, and families see relationship between them
as relationship (Charmaz, 2000)? How did patients, doctors, and families experience
relationship, and what, did they do about it (Charmaz, 2000)? I also purposely sought out
the “larger and often, hidden positions, networks, situations, and relationships”
(Charmaz, 2006, p. 130) within the patient-doctor-family relationship.
This study was additionally guided by a critical feminist perspective that further
extended and supported the tenets of constructivism. This perspective directed analysis
towards identifying how power was manifested in the interactions between the provider,
patient, and family and between me, as the researcher, and the participants, how gender
differences impacted interactions, and how patients and families were empowered to be
in relationship with physicians.
Grounded theory is an emergent process; its purpose is to generate theory about
issues important to people’s lives (Mills, Bonner, & Francis, 2006). Its process is
emergent in that theory is developed from participants’ stories. Stated procedurally,
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theory is generated from data that is “systematically gathered and analyzed” (Norris et
ah, 2005, p. 1018). Constructivist grounded theory recognizes that the researcher and
participant co-construct the data through interaction (Charmaz, 2000). The researcher
becomes part of what is “viewed rather than separate from it” (p. 524). Only upon
establishing how patients, doctors, and families constructed relationship and their
meanings associated with relationship could I, as the researcher, begin constructing
theory (Charmaz, 2006) about the patient-doctor-family relationship.

Researcher’s Assumptions and Relationship with Participants
In qualitative research, researcher reflexivity is an important aspect of the
research process. My interests, positions, and assumptions must be made explicit in order
to assess their influence upon the research process and the outcomes of this study
(Charmaz, 2006). My interest in the patient-doctor-family relationship began while
shadowing three attending physicians weekly at the Loma Linda University Family
Medical Group from September to October 2008.1 observed in the interactions between
these physicians, their patients, and their patients’ families that doctors appeared to be
practicing PCC and RCC. I wondered how patients and families perceived their
interactions with the physicians.
In addition, as a marriage and family therapist, I am a researcher who is trained in
systemic thinking. I recognize five important systemic principles governing the personal
interactions between patients, doctors, and families: (a) that the patient, doctor, and
family influence one another’s behaviors, (b) that the patient, doctor, and family are, in
turn, influenced by one another’s behaviors, (c) that the patient, doctor, and family will
influence one another’s constructions of behavior, (d) that the interpersonal constructions
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within the triadic relationship produce behavioral outcomes, and (e) that these
interpersonal constructions will, in turn, maintain or change the personal constructs of
each member of the relationship (Fergus & Reid, 2002, emphasis mine).
My systemic thinking in turn was guided by critical, feminist, and constructivist
principles. The following assumptions guided my relationship with patients, doctors, and
families. First, I recognized the importance of defining the “conditional statements”
(Charmaz, 2000, p. 524) -the if/then/else constructs—of patients, doctors, and families in
order to understand their reality of being in relationship, including how issues of power
and gender played out in the relationship. I used open-ended questions to engage
participants in conversation. My purpose was to elicit participants’ meanings and lived
experiences in order to clarify their views, values, beliefs, and ideologies (p. 525) about
how they perceived, formed, and continued relationship. I recognized that patients,
doctors, and families were the “experts in their own lives” (Aston, Meagher-Stewart,
Sheppard-Lemoine, Vukic, & Chircop, A., 2006, p.62) and, as such, they held the
privilege of defining what would be considered PCC, RCC, FOC, or WPC.
Second, as I listened to patients, doctors, and families tell their stories, I
recognized the importance of clarifying their meanings with “openness to feeling and
experience” (Charmaz, 2000, p. 525). This meant that in addition to looking for beliefs
and ideologies, I looked for “situations and structures” in order to clarify their reality (p.
525) about being in relationship. From a critical feminist perspective, I scrutinized if their
relationship emerged as a caring relationship or true partnership. I asked myself
continually the question: How do issues of power and gender manifest within the triadic
relationship?

52

Finally, I recognized that grounded theory is not built a priori but through a
parallel process between data collection, analysis, and theory development (Bryant,
2007). I had to view the “data again and again” (p. 526) and piece them together (p. 525).
This entailed a process of going back and forth between the data and new analytic points
(p. 527). My aim in asking questions was to capture the meanings of patients, doctors,
and families rather than arriving at an absolute truth (Charmaz, 2000).

Participants
Description ofParticipants and Selection Criteria
This study recruited a sample of 28 participants consisting of six attending
physicians, 11 established patients, and 11 family members. Three physicians had one
patient and one family member participating. Two physicians had three patients and three
family members participating. One physician had two patients and two family members
participating. This totaled to 11 sets of patient-doctor-family relationships (see Appendix
I). Data saturation was reached when no new theoretical categories emerged (Daly,
2007). In this study, the following definitions were applied:
Attending physician or primary care physician (PCP). An attending physician
was a family medicine physician who was primarily responsible for the patient’s care, a
clinical faculty, and identified by the patient as the patient’s primary care physician
(PCP).
Five of the six physicians were White; one physician was Asian. There were two
male physicians and four female physicians. Five of the physicians identified themselves
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as Christian. The youngest physician was aged 32 and the oldest was 64. Appendix I
provides greater detail.
Established patient. An established patient was a patient who, in the past three
years, received professional services from an attending physician participating in this
study (Hill, 2003, p. 33).
There were eight female and three male patients who volunteered to participate.
All patients identified themselves as White. Nine patients described themselves as
Christian. Most patients earned a yearly income of $50,000 and greater. Most patients
had some college education. The youngest patient was aged 35; the oldest patient was
aged 90. Most patients had been with their primary care clinic longer than with their
primary care physician. Patients’ main medical conditions included hypertension, routine
care, annual physicals, and diabetes. Appendix I and J provide greater detail.
Family. A person the patient identified as providing care, support, and/or sharing
in the decision making for patient’s healthcare and was related to the patient through
blood or emotional ties (Kovacs et al., 2006).
Most of the family members who volunteered to participate were husbands (see
Appendix K). One family member was a family friend. All family members identified
themselves as White. Only four family members shared the same PCP as the patient.
Eight family members described themselves as Christian. Most family earned a yearly
income of $50,000 or greater and held graduate degrees. See Appendix I for greater
detail.
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Professional services. Professional services referred to “face-to-face services
rendered by a physician and reported by a specific CPT code” (UTMB Office of
Institutional Compliance, 2003, p. 1).
Setting. Attending physicians were recruited from a family medicine clinic that
was attached to a faith-based teaching and research hospital in southern California. The
family medicine physicians practiced PCC, RCC, FOC, and WPC with an emphasis on
spirituality and expressed an interest in researching these practices. All attending
physicians were clinical faculty and experienced in clinical practice and clinical teaching.
Services at the outpatient healthcare facility include behavioral medicine, preventive
medicine, palliative care and research. The clinic serves patients and families who are
insured with preferred provider organization (PPO) health insurance plans. Patients and
families who are served represent a variety of ethnic and cultural groups, including
Caucasian, Hispanic, African-American, and Asian.
Physician selection and criteria. Attending physicians who volunteered to
participate were selected according to the following criteria: (a) a minimum of one year
clinical practice experience and clinical teaching experience with the LLUFMG, (b) held
residency-level teaching responsibilities within the past year (Wright, Kern, Kolodner,
Howard, & Brancati, 1998), and (c) stressed the importance of the doctor-patient
relationship in their teaching (Wright et ah, 1998).
Patient selection and criteria. Patients who volunteered to participate were
selected by their primary care physician based on the following criteria: (a) received
professional services from their physician in at least two previous appointments (Saba et
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aL, 2006) within the last three years, (b) English speaking, (c) at least 18 years of age,
and (d) could identify family who had participated in their healthcare.
Family selection and criteria. Families who volunteered to participate were
selected by a patient based on the following criteria: (a) accompanied patient to at least
two clinical appointment within the last three years, recommended the patient to that
primary care physician, or had knowledge of the relationship between the patient and the
primary care physician, (b) English speaking, (c) aged 18 years or older, and (d)
identified by patient as the person who provided care, support, and/or shared in the
decision making for patient’s healthcare. At the time of interview, family members were
asked if they were also patients of the same outpatient clinic and, if so, were asked if they
shared the same PCP as the patient. Being a patient of the same outpatient clinic was not
a criterion for selection of family members.

Recruitment Strategy
The healthcare facility gave consent for and expressed interest in research being
conducted at their facility regarding the patient-doctor-family relationship. The
recruitment period for this study began in October 2008 and ended in January 2009. One
of the physicians with the clinic served as liaison and faculty investigator on this study.

Physician Recruitment
Attending physicians were recruited by personal referral via the clinic liaison.
Prior to being interviewed, each physician who volunteered to participate received a
sample physician informed consent document (see Appendix E). I followed-up the
referral with a personal e-mail to each physician inviting them to participate in this
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research and describing the purpose of the research, research procedures, their rights as
participants, and the interview process. Physicians responded via telephone or e-mail. I
scheduled an interview with each physician via telephone or e-mail.

Patient Recruitment
Patients were recruited via postal (Daley, Crank, Mutrie, Saxton, & Coleman,
2007) invitation letters (see Appendix H) signed by the patient’s PCP (Daley et al., 2007;
Eakin et al., 2007). Appendix L lists the number of patients by race who were sent a
personalized invitation letter. The PCP did not have knowledge as to which patients
ultimately volunteered to participate in the study and at no time were patients’ medical
records accessed before, during, or after completion of this study.
Invitation letters were personalized (Daley et al., 2007) and included an
explanation for the purpose of the study, a description of the research process, and a
sample informed consent document (see Appendix D) for patients to read. Patients were
encouraged to participate (Eakin et al., 2007). Patients were instructed to (a) call a
dedicated phone number (Daly et al., 2007) or (b) return a stamped, self-addressed
envelope included with their invitation letter (Eakin et al., 2007). No attempt was made to
contact patients who do not call or return the self-addressed envelope (Daley et al., 2007).
Invitation letters were sent out in batches of approximately 15-30 every week throughout
the recruitment period (Daley et al., 2007).
All patients sent in their responses via mail. I contacted each patient via telephone
(see Appendix G). During this call, I informed the patient about the purpose of the study,
provided a description of the research process, screened each for eligibility, answered
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patient’s questions, and obtained patient’s verbal consent (Eakin et al., 2007). At the time
of interview, patient’s written informed consent was obtained.

Family Recruitment
Recruitment of family members was conducted via the following. Six family
members were identified by the patient as a spouse and willing to participate; a conjoint
interview with the patient and spouse was scheduled. One patient identified her mother as
her family member who would be participating. A conjoint interview was scheduled with
that patient and her mother. The four remaining family members were identified at the
conclusion of the patient’s face-to-face interview. These family members were contacted
via telephone. At that time, I screened the family member for eligibility, stated the
purpose of the study, provided a description of the research process, answered questions,
obtained family member’s verbal consent, and scheduled a face-to-face interview. At the
time of the face-to-face interview, the family member’s written consent was obtained.

Data Collection Methods
Sources of Data
This study’s protocol was reviewed and approved by the appropriate Institutional
Review Board (IRB) before recruitment or data collection processes began. This study
remained in complete compliance with ethical and IRB guidelines throughout the
research process.
There were three sources of data. The primary source was the individual taperecorded, face-to-face interviews with attending physicians, their patients, and patients’
families. Interviewing patients, physicians, and families was a type of data triangulation
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which increased the credibility of the research claims (Daly, 2007). In this case,
triangulation involved data obtained from interviews with different members of the
triadic relationship—participants who came with various backgrounds, social locations,
and perspectives that contribute to theoretical development. Credibility was further
strengthened through systemic principle—^participants were asked their perspectives on
the patient-doctor-family relationship but they were also asked to consider what the
perspectives might be from the other members of the relationship. For example, the
patient was asked: Tell me about the relationship between you, your doctor, and your
family member. The patient was then asked to consider: What might your doctor and
your family say about the relationship?
The secondary data source included memo-writing, a qualitative method for the
researcher to record self-conversations regarding analysis of the data and codes that will
be attached to the data. The third source of data was the conversations and consultations
with faculty investigators which were also coded and attached to the data. Faculty
investigators on this study include three licensed marriage and family therapists who are
also approved supervisors and professors of marriage and family therapy, a professor of
nursing and registered nurse, and a family medicine attending physician who serves as
clinical faculty. I am a marriage and family therapist intern experienced in individual,
couple, and family therapy and mental health assessment. I thus am able to refer
participants for further support if required after interview. I also served as the sole
interviewer.
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Collection Methods
The interview guides (see Appendix A, B, and C) that were used in this study
were developed from three sources: an extensive review of the literature (Chiu, Morrow,
Ganesan, & Clark, 2005), review by and recommendations from faculty investigators
(Curlin, Roach, Gorawara-Bhat, Lantos, & Chin, 2005), and Charmaz’s (2006) model for
developing grounded theory interviewing questions. Questions were open-ended and
directed. I was mindful that the purpose of interviewing was to deepen my understanding
of how the patient, doctor, and family viewed and experienced relationship and what they
did about relationship.
Face-to-face interviews were conducted separately with physicians, patients, and
families except where specified previously. Interviews were conducted from October
2008 through January 2009 to coincide with the recruitment period. After a participant
had given their verbal consent to participate in the study, a face-to-face interview was
scheduled no later than one week from the time of telephone contact. Participants were
interviewed in their home or at the family medicine clinic.
I began each interview by collecting the participant’s routine demographic
information (see Appendix A). For physicians, demographic information included the
number of years they had practiced PCC, RCC, FOC, or WPG and taught from these
perspectives. For patients, demographic information included the reason for their last
medical visit with their PCP. For families, demographic information included the reason
for the last medical visit in which they accompanied the patient. Interviews lasted
approximately 30 to 45 minutes.
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Confidentiality and informed consent. Prior to the start of the interview, I
reviewed the written informed consent with each participant explaining the following
specifics and conditions:
1. The purpose of the study.
2. A description of the research process.
3. Participation was voluntary and participant was allowed to withdraw at any
time.
4. Description of how results would be used.
5. The amount of time that was being asked from the participant.
6. A request to record the interview and to transcribe it.
7. An explanation of how confidentiality and anonymity of the participant would
be protected and maintained.
8. An explanation of how the interview tapes would be disposed of and when.
9. A statement that at no time would patients’ or family members’ medical
records be accessed.
10. A statement that that leaving the study or choosing not to take part would not
result in any changes or loss of benefits to her/his healthcare or family member’s
healthcare (if applicable) with the Family Medical Group.
11. A description of the risks and benefits for the participant.
12. A statement of how participants could obtain the results of the study and
who they could contact if they have other questions about the research.
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After reviewing these conditions, each participant was asked if they had further questions
or concerns about participation. Upon understanding of these conditions, the participant
was asked to sign the written informed consent and a copy was given to them.
The confidentiality and anonymity of each participant was maintained throughout
the research process. Procedures included the following.
1. Each doctor participating in the study was assigned a number. When patients
identified their physician, I then create a patient code number that began with the
physician code. Similarly, family member code numbers included the code of the
physician-patient code.
2. Although the interview involved conversation that included the names of
doctors, patients, and family members, names were deleted in the interview transcripts.
3. Names, addresses or any other identifying information were kept separate from
the interview data in a locked cabinet.
4. Names and other identifying data were deleted in presentation or publication of
the results. If quotations were used, they were referenced by a number or pseudonym.
5. Interview tapes were identified by the numerical code only. Tapes were kept in
a locked file cabinet. Only the researcher and faculty investigators were allowed to hear
the tapes. Tapes were used confidentially and remained anonymous.
6. Consultations and conversations with faculty investigators were kept
confidential. If consultations and conversations were used as part of the reporting of the
analysis or results, any personal or identifying information were excluded.
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Data Analysis
I began the analysis process by transcribing the tape-recorded interviews verbatim
and creating transcriptions of the interviews. I reviewed the transcriptions before
beginning data analysis. Transcriptions from individual patients, their physician, and their
family members were linked and analyzed as one unit. Data was collected and analyzed
simultaneously.
There are three stages of data analysis in constructivist grounded theory
(Charmaz, 2006): initial coding, focused coding, and theoretical coding. These stages are
not necessarily discrete; it is an “iterative process” in which the researcher returns to the
various methods of coding throughout the analysis process (Bringer, Johnston, &
Brackenridge, 2006, p. 257).
As I began inputting data, I recorded my initial thoughts of the interviews in
memos and my consultations and conversations with faculty investigators as research
notes. According to Charmaz (2006), initial coding is the first stage of analysis. Initial
coding is the process of applying words to the data that reflect action. During this stage,
“initial codes are provisional, comparative, and grounded in the data” (p. 48). My initial
codes included: doctor’s role, trusting doctor, and caring for patient. Initial codes may be
reworded in order to fit the data.
Focused coding is the second stage. In this stage, decisions are made about which
initial codes “make the most analytic sense to categorize . . . data incisively and
completely” (p. 57-58). I began wondering what story my initial codes were telling.
Categories that began to emerge were preserving patient-doctor relationship, establishing
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patient-family relationship, and establishing family-doctor relationship. Each time I was
unsure I revisited the data.
Theoretical coding is the last stage. Here, theoretical codes are developed that
show “possible relationships between categories . . . developed in focused coding” (p.
63). I began seeing that the categories in focused coding were telling a story: seeing
relationship and power, seeing relationship and gender, forming relationship and power,
forming relationship and gender, committing to relationship and power, and committing
to relationship and gender. I also began diagramming my theoretical concepts as a flow
chart. The flow chart showed various individual processes and decision-making and how
power was being used. For example, I saw how a family member held power in the
patient-doctor relationship through their support or nonsupport of the physician. With
each category I returned to the data to ascertain if categories were representing what
participants were intending to communicate and if categories were describing the data as
a whole. Grounded theory regarding the patient-doctor-family relationship began to
emerge.

Issues ofReliability and Validity
In qualitative research issues of reliability, validity, and objectivity are replaced
with issues of credibility, transferability, dependability, and confirmability (Denzin &
Lincoln, 2000). Charmaz (2006) outlined four criteria for evaluating grounded theory
studies: credibility, originality, resonance, and usefulness (pp. 182-183). Questions for
the researcher to consider are used to explain each criterion.
Credibility. Are the data sufficient to support your claims? Have systematic
comparisons been made between observations and between categories? Are there strong

64
logical links between the data, your claims, and your analysis? Is there sufficient
evidence for your claims to allow an independent assessment and your claims supported?
The use of data triangulation supported the credibility of this study. The constructions of
the triadic relationship from the individual perspectives of patients, doctors, and families
provided data triangulation. In addition, conducting individual face-to-face interviews
and the recording of each interview engaged “multiple methods” led “to more valid,
reliable, and diverse construction[s] of realities (Golafshani, 2003, p. 604) and, therefore,
increased the link between the data, my claims, and my analysis. From data collection to
analysis to developing theory, constant comparison was used throughout the research
process.
Originality. What is the social and theoretical significance of this work? How
does your grounded theory challenge, extend, or refine current ideas, concepts, and
practices? There are no studies examining the interpersonal relationship between patients,
doctors, and families. The findings in this study will add to medical and medical family
therapy scholarship by providing a theoretical understanding of how patients, doctors,
and families see, form, and commit to relationship.
Resonance. Do the categories portray the fullness of the studied experience? Have
you drawn links between larger collectivities or institutions and individual lives, when
the data so indicate? By gathering the individual perspectives of patients, doctors, and
families on their views regarding the triadic relationship and what they believe is the
opinion of the other members regarding the triadic relationship, this study portrayed a
systemic understanding of the triadic relationship. The theoretical triangulation (Daly,
2007; Kushner & Morrow, 2003) between grounded theory, critical theory, and feminist
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theory offers not just explanations about unequal power structures, oppression, and
gendered ideologies but how they influence each member of the triadic relationship and,
in turn, form and maintain the triadic relationship.
Usefulness. Does your analysis offer interpretations that people can use in their
everyday world? How does your work contribute to making a better world? The aim of
research that draws from critical and feminist perspectives is to assist individuals in
becoming agents of change. This study sought to assess the meanings of patients, doctors,
and families about being in relationship. Do their constructions impose or contribute to
unequal power structures and gendered ideologies? How might they begin constructing
new ideas for “bringing about more equitable power relations” (Daly, 2007, p. 35) and
revaluing gendered ideologies? By taking these questions into consideration and
empowering participants to become agents of change, this study contributed to social
change.

Results

The trust of the people in the leaders reflects the confidence
of the leaders in the people.
—Paolo Freire

Forming Patient-Doctor-Family Relationships: Processes of Commitment
and Intimacy
In the book, Morning Rounds, physician Lisal Folsom (2008) shares the insight
she learned from her relationship with an “inspiring patient”:

So many times in medicine, in life, we become so inextricably entrapped in
healing, working, or improving that we lose sight of the big picture. The blood
pressure is controlled, but we forget to ask about the patient’s new grandbaby.
The cancer is in remission, but the patient is still depressed because her hair has
fallen out. The bills are paid, but the breadwinner is too exhausted to enjoy family
game night. . . . “To make man whole” . . . suggests that our job is not only to
treat the disease, but also, and ultimately more importantly, to treat the person in
whom the disease has taken up residence. . .. Unless we care for the entire
person—body, mind, and soul—then medicine and life are just work (Folsom,
2008, p. 7). "

Dr. Folsom’s wisdom reflects a new dawn in medicine—the biomedical is bowing
to the human aspect of healthcare. The physicians in this study held similar inspirations—
that medicine is more about the relationship with patients and families than the
medications they prescribe. In their own words, “relationship is .. . really looking at the
individual patient. You look past the prescriptions, illness management to the person.”
The result? “I get to know them as people.” And, just as important, these physicians
know that “relationship includes the family.”
This study selected grounded theory methodology to understand how patients,
doctors, and families saw, formed, and committed to relationship. Theory is developed
66
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from data, which emerge into conceptual categories, and they, in turn, evolve into
theoretical concepts (Charmaz, 2006). In this study, four theoretical concepts emerged:
types of relationship, type of care, commitment and intimacy, and interpersonal
processes. The following is a brief description of their relationship.
In what became a key question, participants were asked to name the type of
medical care they practiced (as the physician) or experienced (as the patient or family).
Participants were asked to choose between PCC, RCC, FOC, and WPC. Appendix J lists
their responses. Analysis showed three interrelated processes between the four theoretical
concepts. First, type of care was linked with the types of relationship patients, doctors,
and families formed. I have named these relationship types as extended family and
traditional. Furthermore, participants’ definitions for PCC, RCC, FOC, and WPC
revealed six categories of interpersonal processes that reflected levels of commitment and
intimacy. I have named these categories as perception of relationship shape, bonding,
confidence and trust, equality and partnership, shared story, and mutuality. Issues of
power and gender were most apparent through these interpersonal processes. Finally,
levels of commitment and intimacy reflected the types of relationships that patients,
doctors, and families formed.
Intimacy refers to a very close and secure connection between individuals
resulting from the sharing of innermost confidences and sharing the journey through life
experiences. Commitment refers to the intense loyalty and deep affection between
individuals. Within the six interpersonal processes were key roles assumed by doctors,
patients, and families. The purpose of this chapter is to present the two types of patientdoctor-family relationships and their connection to levels of commitment and intimacy,
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type of care, and interpersonal processes. An analysis of how power and gender
influenced these linkages will follow.

Extended Family Relationship
Seventeen participants described their patient-doctor-family relationship as an
extended family relationship. The extended family relationship is one grounded in
genuine intimacy, sustained commitment, and relational history between the patient,
doctor, and family resulting in the patient and family valuing the doctor as a close friend
and extended member of their family. The following statements bear witness to this
relationship.

Whatever continent or wherever we are, [the doctor] is like part of the family
(Male Family Member).
I just feel like Tm talking to my sister, it would be very close that you can have a
lot of confidence in [her] (Male Family Member).
She’s really concerned about how you are, like her telling me that I should have a
mate. It’s like talking to a family member (Male Patient).
It seems like she’s a part of me. She’s a sister. She’s more of a friend also. But I
know she’s my doctor. I know that. But she feels like a friend (Female Patient).
It’s become a family is what it’s become. It’s more like walking into my home
(Female Patient).

The doctor reciprocated this affection. More so, doctors did not take this standing
in the family lightly.

I get to be there for the deaths. I get to be there for the births. I become part of that
family. I get integrated into that family (Female Physician).
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I finally get to know them as people. What is their occupation? What are the
stressors in their lives? What are the meaningful aspects of their lives? They
become my friends (Female Physician).

Sustained commitment, genuine intimacy. Sustained commitment is commitment
between the patient, doctor, and family that has remained steadfast throughout the length
of their relationship. In one case, relationship with the provider continued despite the
patient and family moving out of state and frequency of contact was reduced to once a
year. For patients and families in extended family relationships, relationship with their
physician was looked on as a long-term commitment lasting unto death. Patients
expressed anxiety at the thought of beginning anew with another provider.

I feel that’s one of my most important relationships I have is with [my doctor].
. . . That would really be hard to lose him. I don’t even like to think about it.
. . . I can see myself going into old age with [my doctor] (Female Patient).
I want to remain with [my doctor] as long as I live (Female Patient).
We’re just going to get a retirement place close to where she’s at. We started
going with her [so] we’re sticking with her pretty close (Male Family Member).

Genuine intimacy refers to the patient and family having shared their innermost
confidences and human experiences with the physician. The physician provided
emotional, spiritual, and medical support to the patient and family. The patient and family
reciprocated by caring for the doctor and being sensitive to the doctor’s needs.

I laughed because the patient was nurturing me. They were giving my advice to
me. ... It’s a mutual nurturing. They nurture me and I nurture them (Female
Physician).
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[Patients and families] always empathize (Female Physician).

Type of care. Physicians who saw themselves as extended family to patients and
families characterized the care they practiced as RCC or WPC. One physician felt that
optimal healthcare depended on being “everybody centered.” Relationship-centered care
was defined as medical care being centered on the relationship between the physician,
patient, and the family and that the “medic[al] [aspect] is totally secondary.” Patients and
families who viewed the physician as extended family felt that s/he practiced FOC or
WPC. Family-oriented care was based on patients’ beliefs that physicians practiced care
that benefited not only them but that ultimately benefited their families as well.

He is treating me. He is also treating my family (Female Patient).
Yes it involves you but it also involves everything that you’re related with
(Female Patient).
Her concern is . . . for my whole family because she knows every one of us
(Female Patient).

Whole person care referred to the physician caring for the entire personhood of
the patient which included the family.
Not just. . . your health . . . [but] you as a person. It covers emotional, physical,
spiritual, all those different aspect (Female Family).
She takes the time to get to really know the person not just their medical problem
or their medical need (Female Family).
I am addressing relationship issues, communication issues, and the family at the
same time (Male Physician).

Perception of relationship shape. Patients, doctors, and families who felt genuine
intimacy towards and gave sustained commitment to one another described their
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closeness as circles. One female patient and her spouse saw their patient-doctor-family
relationship as interlocking circles. Another female patient insisted on the shape of a
circle because “it seems so equal to me rather than a triangle where you’ve got actual
points.” A circle shape referred to the sense of interconnection (hence, the emphasis on
RCC and FOC) and completion (hence, the emphasis on WPG) in the relationship. A
male physician chose a circle because “we have the patient connected to the patient’s
family member and connected to me and we all have to function together.”
A female physician learned that some connection was possible between her
personal and professional relationships. The physician discovered that when she became
transparent with patients and families—allowing her personal and professional
relationships to “touch each other”—that these relationships became “more respectful and
supportive of one another instead of less.” Patients and families felt a notion of
completion with their physician because s/he addressed all the life aspects related to their
health, happiness, and overall well-being.

[My doctor is] a very personal man, very personal, very personal. He deals with
you as if you are human first and then you’re a patient (Female Patient).
I feel like I can trust him to handle all aspects of my need. I trust him to be there
for me. I believe I would trust [my doctor] to take care of my heart, take care of
my bones, take care [of me] emotionally and mentally. It doesn’t have to be just
one aspect. (Female Patient).
He’s definitely concerned about your well-being. That you’re having a happy life.
And feeling good. Not being in pain. Not being depressed (Female Patient).

Bonding. The process of bonding in extended family relationships involved
reconnection and reciprocation between “friends.” Physicians initiated this process.
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Physicians admitted that special connections came easily with certain patients and
families: “There are some patients that you just like. They’re just neat people.” Physician
behaviors that were associated with bonding included physical touch (e.g., a hug, pat on
the knee or back of the hand), use of prayer, or providing comfort. One female physician
described how she used love to empower her patient towards healthier behavior:

It’s because she knows I love her. And if Tm that worried about her it helps her to
love herself enough to take a step because I don’t think she really does. She can’t
do it for herself. She has to borrow my love for her in order to take a step towards
health. It’s that relationship. That’s the most important therapeutic modality.

Physicians exhibited behaviors that made patients and families feel known as
human beings and as friends. As a result, patients and families felt loved from, safe with,
and confident in their doctors. Doctors gave support based on patients’ emotional,
spiritual, social, and physical needs. They listened to their patients’ stories, responded to
their jokes, fears, uncertainties, or other “less than perfect situations.” Doctors allowed
patients to set the agenda for the medical visit.

He’s never formed an opinion without hearing everything. It’s like he comes into
the room open. I’ve had him come into the room and just sit there and wait for me
to start talking [laughs]. Not a long time. Of course I started talking. It wasn’t a
rude thing. It was more “Okay, I’m here.” (Female Patient).

They also personally set up the referral between patients and families with other medical
specialists when patient care necessitated these services. In many situations, doctors
made themselves available to patients and families beyond the medical office and office
hours, contacted patients and families at home (regardless if they were in another state),
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and made house calls. Couple participants were in unison with this quality about their
doctor.

A lot of times just her willingness to let us e-mail her or call her at home. [Her]
willingness to talk with us outside of office hours. She’s called us at home
(Female Patient and Spouse).
She’s the only physician that’s ever called us at home to see how things are going.
(Female Patient and Spouse)
I think [our doctor] called [us] here [at home] at least twice (Female Patient and
Spouse).

Patients who bonded with their physicians were empowered to be open and
honest, to move towards a relationship that was more about friendship, and to deepen
their trust. The family was not passive. The family provided caregiving for the patient.
More importantly, they validated the doctor’s skills and qualities to the patient which
strengthened the relationship between the patient and doctor and between the family and
the doctor.
Bonding contributed to the extended family relationship being consistently
rewarding for everyone. Conversation in the visit was not consumed by health concerns
but was many times social in nature, an ordinary “sharing back and forth,” or simple
“small talk between the three of us.”
Confidence and trust. Developing confidence and trust was a mutual process
between the patient, doctor, and family. In the case of couples, this process referred to the
couples’ confidence and trust in their physician and in each other. Patients esteemed their
physicians’ competency, knowledge, experience, and opinions.
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One thing I know is that when [our doctor] says you’ll be better in three weeks or
that it’ll take six months she’s right (Female Patient).
But when you talk to [our doctor], she says it could be this or it could be that. You
just got a feeling she knows, she’s hot on the trail! (Male Patient-Family).

More so, they depended on their physicians’ humanity: “He deals with you as if you are
human first and then you’re a patient.” Among these qualities were their physicians’
compassion (“She’s very nurturing”), honesty (“Her informed way of dealing with [the
patient]”), commitment (“Her dedication and support”), caretaking (“It’s support care”),
and availability (“You never feel that she’s hustling out of there”). The following story
from a male family member about an early experience between him, his wife, and their
physician was a story of their doctor’s humanity.

We went into labor and delivery and ... the nurse there wasn’t finding the
heartbeat and so she left. Within probably eight minutes, [the doctor] was in our
room. . . . Come to find out she was actually on her way with her family going
into Riverside and she turned around and came back to the hospital because of
that. She could have sent somebody else or the doctor on call at the hospital to
take care of this but she took that personal touch of saying, “This is my patient.
I’m gonna go.” Who knows what the conversation was with that nurse in labor
and delivery—“There’s no heartbeat. I don’t think the baby is alive.” I don’t
know how all that went. She decided: I need to be there. She came and she stayed
there for quite awhile. It was going to be awhile before [my wife] delivered. She
went and did things with her family and came back and was there with us, walked
through it with us.

Unmarried patients were confident in and dependent on their family for their
“wisdom” when making decisions, to provide the follow through after their medical
appointment, to accompany them to their appointments, and to “pick up what [the
patient] couldn’t pick up on.”
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Patients and family members acknowledged that physicians mutually needed to
develop confidence and trust in them.
I think he needs you to be open, willing to tell him things that you wouldn’t tell
just anybody (Female Patient).
[He needs] trust [from us], [especially] because I’m on a narcotic. We’ve always
really been honest with him. I know I have been . . . That way he’s aware of the
family dynamics (Female Family Member/Patient).
It’s up to me to tell her of any health needs. I have to go to her. She can’t help me
if I don’t go to her (Female Patient).

Equality and partnership. To establish equality and partnership, the doctor
initiated the process. Doctors held two important roles: establishing an open relationship
with both the patient and the family and strengthening the patient-family relationship. An
open relationship meant that the doctor facilitated communication that included the
family member in the conversation.

My personal opinion is that [my doctor] would feel if I took a third party in there
with me besides [my husband] that that. . . [person] was to be included in the
whole thing. That person wasn’t just window dressing there (Female Patient).
The entire visit then becomes more making sure that the patient feels like they’re
heard or the family feels like they’re heard (Male Physician).

Doctors emphasized the importance of strengthening the relationship between
patients and their families. Conflict between the patient and the family resulted in poor
patient health, poor decision-making, poor caregiving, and poor patient compliance. As
part of strengthening the patient-family relationship, the physician validated the role of
the family member who was usually the primary caregiver.
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My role if you think about it, I see this person say, even someone with chronic
medical problems, typically I’m going to be seeing them every three months, four
times a year, an average of one in 90 days. That’s a very small role compared to
their caregiver’s role which again is usually a family member. One in 90 days is a
very small fraction—a very small snapshot of what the patient’s life is really like.
So their family member’s role is so much larger. The family member knows what
the real life is like (Male Physician).
An open relationship led to open discussions which established partnership in
decision making. Doctors ensured continued partnership with patients and families by
accepting their challenges to their decisions or recommendations.

We work it out together because some things I have strong feelings for that [my
doctor] understands (Female Patient).

The patient and family in turn welcomed the doctor’s challenges to their decisions.

I’m sure if [my doctor] felt like I was making a bad choice he would not do that.
He would stand up for what he believes is the right thing for me to do. I expect
that (Female Patient).

Decision-making for the most part resulted from processes of “talking back and forth”
and “figur[ing] things out together.” For most situations, the doctor expected the patient
or couple patient to make the final decision. Interestingly, patients and families in the
extended family relationship reported never having experienced conflict of any type with
their doctor.
Shared story. Sharing a story was engaged in by all three members of the triadic
relationship. For many of the extended family relationships, relationship began when the
doctor was a resident physician and continued into the present. The story has remained
ongoing.

77
Probably the most important is that it’s a story and it’s an ongoing story and just
following people over time. It’s not so much the details of the story. It’s more like
the essence of the person. How they turned out because of the things that have
happened to them. A lot of them you often grow old with your practice (Female
Physician).
Most shared stories resulted from the simple fact that patients, doctors, and families had
been together for many years. Some stories involved sharing the experience of death. One
female physician was the attending physician for a present patient’s deceased wife who
had long suffered with breast cancer. Another female doctor shared with two families’
experiences of losing a child.

It was [our doctor’s] first loss. It really affected her too. She took it very personal.
Not that it was her fault. [The] personal [was her] care for us and grieving with us.
She came to the grave site service (Female Patient).
It wasn’t just our loss. It was her loss too (Male Family).

With one family, the physician continued to honor the memory of the child’s death year
after year:

[My doctor] calls me on my daughter’s birthday or the death anniversary and
encourages me and prays with me. She’s done this for the last five years. She just
remembers. She remembers the dates. I’m either in the office or she calls me [at
home] (Female Patient).

Mutuality. From bonding, confidence and trust, equality and partnership, and
having a shared story emerged mutuality in the extended family relationship. The patient,
doctor, and family gave mutual caregiving to each other, held mutual respect for each
other, learned from each other, and found the relationship mutually rewarding. In mutual
caregiving, patients and families felt that their doctor nurtured them while doctors saw
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that their patients and families nurtured them in return. Mutual respect involved
respecting each person’s contribution to the relationship. In the process of mutual
learning, doctors taught patients and families about achieving better health, developing
better communication, and, in some cases, improving intimate relationships; patients and
families, in turn, believed they taught doctors how to be better physicians. For physicians,
relationship reward came when patients followed their professional recommendations and
when patients became friends. Patients and families expressed relationship reward
through deep devotion and thankfulness for their physicians. In addition to the
professional validation (“They trust me to keep coming back.”), doctors knew greater
reward from the knowledge that they touched patients’ and families’ lives in significant
and meaningful ways.

I learn things from my patients all the time too. Mutually. The way they live their
life. The things they do well. Things they don’t. The little intersection. You care
about that time. And that interaction (Female Physician).
My patients are therapeutic to me too (Female Physician).

Traditional Relationship
For twelve participants, connection in the patient-doctor-family relationship was
directed by divided commitment and pseudo intimacy that resulted in two separate and
independent relationships: (1) the patient-doctor relationship and (2) the patient-family
relationship. Traditionally, these are the two basic types of relationships in medical care.
What distinguished these relationships from extended family relationships were the
presence of obstacles, conflict, and lack of agreement. Example, the physicians in
traditional relationships characterized their practice of care as RCC or “everybody
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centered” but their patients and family members characterized the care they received as
PCC and even negative care. Interestingly, one physician was part of an extended family
relationship with two sets of patients and family members and a traditional relationship
with another set (see Appendix J).
Limited commitment, pseudo intimacy. Limited commitment referred to the
patient’s commitment to the physician and to their family that was limited by obstacles or
concealed conflict. Pseudo intimacy referred to intimacy between the patient and the
doctor and between the patient and family that appeared close but concealed conflict.
There was one couple in the traditional relationship category. Both spouses were patients
of the physician.
Type of care. Patients and family members in traditional relationships
characterized their care as PCC. In PCC, the doctor focused exclusively on the patient.

It’s always all about me (Female Patient).
It’s just me going in there and they take care of what I need to be taken care of
(Male Family).

For traditional relationships, PCC implied that connections existed between patients and
doctors (most patients reported close and committed connections) and between patients
and families but there was no inference that a committed and intimate whole existed
between the patient, doctor, and family. One female family member desired for RCC or
FOC that focused on assisting the family member’s caregiving role.

Relationship-centered. . . . The doctor [needs to] be aware of who the family
member is and what role they play in that relationship and acknowledge that
individual by name. ... It seems to me in family medicine that they should be
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exemplary in including family in their practice. So in there I would see eye
contact, acknowledgement, hand shaking, warmth, making sure questions are
answered, not minimizing questions, but acknowledging them as legitimate. ... I
think that there are simple things that can be done to help include the family
member more and maybe just give some advice to family on what they can do to
help in the follow-through of that care, the care that the patient is going to be
needing.

Perception of relationship shape. Patients and families in traditional relationships
described the relationship with the doctor as a triangle. A triangle represented the patient,
doctor, and family being separate “points” in the medical encounter. It also inferred
disconnection. One female family member illustrated a triangle with a “dotted line”
extending from the patient-doctor relationship to her point signifying the disconnection
she felt. A male family member minimized his contribution to the medical visit in order
to respect the exclusiveness of the patient-doctor relationship, the patient’s devotion for
the physician, and the physician’s authority. This family member considered the weight
of the triangle leaning towards the expertise and authority of the physician. It became
equilateral only after the medical visit when his role became important because he
provided follow-through information and support to the patient. One male patient likened
his patient-doctor relationship to a dartboard—the doctor meeting his needs was a game
of chance. He characterized his care as “gradually deteriorating.”
Bonding. In the traditional relationship, the doctor initiated bonding with the
patient and family. Bonding held purpose—gaining the trust and respect of patients and
families in order to increase patient compliance with the doctor’s recommendations and
treatment plan. Bonding in the medical visit referred to the physician devoting less time
on medical care and more time to listening about the lifeworld of the patient and the
family. One male physician explained why this was important.
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I try to get as much medical decision making done before I see the patient. I
already have a plan in place of what I want to do for them so that when I’m in
there I really don’t have to spend my time discussing that you need this test or you
need that test. So when I’m in the room I talk about their lives. If you constantly
just ask about their lives eventually they’ll understand that you care and want to
listen and want to know about them. . . . The entire visit then becomes more
making sure that the patient feels like they’re heard or the family feels like they’re
heard in order for them to agree to my plan or agree to what I want them to do.

Bonding involved building relationship with patients and families. Building
relationship referred to the doctor’s efforts to build connection with the patient so that
“they will trust me in the future” and the family so that that “they will trust and open up,
open themselves up.” The physician’s goal was to create a healthy family dynamic in
order for the patient and family to be in agreement with the physician’s treatment plan.
Building relationship sometimes necessitated that the doctor take on the role of a
counselor. As a counselor, the provider adjusted her/his professional expectations for
treatment or treatment outcomes in order to first understand the patient’s psycho-socialspiritual struggles. By gaining the trust of the patient, the physician uncovered a patient’s
hidden secrets (e.g., sexual abuse, addiction) that were being disguised as somatic
symptoms. When building relationship, the physician initiated opportunities for patients
and families to realize some measure of control. To do this, the doctor provided options
for patients and families to participate in decision-making and to make the final decision.
Obstacles appeared when physicians did not provide adequate instructions for
follow-through or follow-up. Patients, being semi-informed, exercised their autonomy
that placed additional burden on the family caregiver to provide the follow-up and
follow-through for the patient’s medical care. This arrangement was efficient if the
family caregiver possessed some medical knowledge and experience.
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There were other obstacles with building relationship. For one patient, the
doctor’s sense of connection with her seemed inconsistent with the reality of the doctor’s
behavior towards her. The patient had had a lengthy relationship with her doctor. She also
held overwhelming confidence in her doctor and valued the relationship with her. The
conflict, however, came with the patient’s perception that the physician did not remember
the patient’s name apart from her medical record.
Building relationship with the family was hampered when the family elected for
another primary care provider or the family did not participate in any form with the
patient’s healthcare. In these situations, the doctor and family never formed relationship.
Some had never met.
One patient and his spouse stated that the physician was no longer committed to
or compassionate for the patient’s multiple health problems. Moreover, the wife
possessed medical knowledge from her profession and understood the physician’s
terminology. This created conflict between the patient and family member. The physician
tended to direct communication towards the spouse. The patient consequently felt that
conversation in the medical visit became more about him rather than with him. The
patient’s wife became conscious of minimizing her presence and directing the physician’s
eye contact and conversation towards her patient husband.
An obstacle with creating healthy family dynamics resulted from lines of
communication not being open. A male patient stated tremendous confidence in his
female physician. The patient however did not openly share his opinion of the doctor
with his daughter who was also his designated caregiver. The daugher in turn perceived
no commitment from her father towards the physician. She regarded her father’s

83
relationship with the physician as “neutral.” The patient regarded his daughter’s
participation in his healthcare as “very involved and completely satisfactory.” His
daughter however did not believe that her father desired her participation in his
healthcare and she, in turn, did not discuss it openly with him. In the medical visit,
daughter felt that she was disregarded by the physician and disconnected from the
patient-physician relationship. Moreover, she remarked that her father had not attempted
to engage her in the visit. The physician was not made aware of these dynamics.
Confidence and trust. In traditional relationships, there were patients and families
who developed confidence in the doctor.

She’s very certain about her diagnoses. I’m very confident in what she has to say.
I have not found that she’s been wrong. There is a human quality about her that
you’re not even aware of until you realize it a few years later that this woman
really is a very caring dedicated professional (Female Patient).
[The doctor] is just a very nurturing kind of person. And she knows [the patient].
She supported him every possible way that she could (Male Family).

Obstacles came when doctors limited their availability to see patients leaving
patients without follow-up appointments or being referred to other physicians. A female
family member described the doctor’s time as limited even for the visit.

I perceived her as somewhat rushed and somewhat, a little harried, a little bit
scattered. Trying to keep up and maybe having other things calling her attention.
It was a little tense for me. . . . We just really needed to get out because our time
was up.
A male family member saw that the doctor failed to give adequate instructions for follow
up.
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I would have said give [the patient] more idea about follow-up. Definitely. I was
listening and that kind of fell through the cracks. She was mostly giving him the
supportive idea everything is going to work out okay and that was it. And I said,
“Naah, he needs a little more.” I think I would have said, “Doctor, excuse me, but
I think he needs to have a little bit more sense of follow- through.

Sources of frustration for family members were patients’ passiveness about their
health condition or when patients did not fully communicate about their conditions to
their doctors. Doctors in turn did not perceive or diagnose any additional health concerns.
Behind-the-scenes, the family member carried additional burden for or anxiety over the
patient’s health and well-being.

It’s committed up to the point that [the patient] goes his own way when it comes
to running his medical program. [The patient] is his own person and he has in his
mind a kind of an idea about how something should be done. A doctor can tell
him what’s what and he’ll listen up to a point (Male Family Member).

Equality and partnership. Physicians endeavored to achieve equality and
partnership with patients and families. This was especially true when the physician had to
intervene in possible cases of abuse.

If I can show my concern and get my concern across, then people [will know] that
I’m not just criticizing them, that I’m not just trying to trash them, but trying to
help their family member or them as an individual. It’s the same situation whether
it’s a dynamic with a family or if it’s a one-on-one individual situation (Male
Physician).

Equality and partnership in traditional relationships were sometimes hindered by
obstacles involving expectations. One female family member expressed uncertainty as to
what was expected of her role as she was designated as the primary caregiver.
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I’m not sure [the patient] wants me there. I don’t know. That may be part of
the problem that we have never addressed. I’m not sure I want to be there.
I’m not sure he wants me there. We’ve just sort of left it open. Okay,
you’re on your own kind of a thing. So, I guess I don’t think he’s sick
enough. I don’t know how you would decide when a person is sick enough
that the family has to be involved.

Sometimes there were patient expectations of the doctor that hindered equality
and partnership. One female patient felt that the physician was “underwhelming.” In
other instances, the physician felt overwhelmed by the patient’s list of concerns and had
to set limits. Sometimes a physician became frustrated with patients who had “nothing
seriously wrong with them . . . and yet they’re asking for alot of things.”
Mutuality. In traditional relationships there was no indication that mutual reward
or influence had occurred. Patients in these relationships provided examples of how their
physician had helped them but could not identify how they may have similarly influenced
the doctor positively. Some physicians noted that they referred their patients to other
doctors in the same practice when they felt they could not benefit the patient.
Shared story. In traditional relationships, the patient, doctor, and family did not
hold a shared story. For one female patient and her spouse, their shared story came with
the family member’s cancer specialist. Interestingly, for patients and families in extended
family relationships, beginning a new story with a new physician was just as doubtful.

I would not tell [a new doctor] as much [of] my life story as what [my doctor]
knows because I don’t know if [the new doctor] could understand me and I could
trust them. My healthcare I would open up but deep family situations I don’t
know if I could do that (Female Patient).
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Analysis ofPower and Gender
What appeared evident in both the extended family and traditional relationships
was the power of relationships over the biomedical aspect of medicine. Relationships
were either part of the cure, hence, the phrase “therapeutic relationship” or they hindered
cure. The feminist concept of a caring relationship was the vein that carried the
biomedical to the physical and the relational to the emotional. How power and gender
appeared as patients, doctors, and families saw, formed, and committed to relationship is
discussed in the following.
In seeing relationship. How did patients, doctors, and families see their
relationship? One group saw their relationship as a circle. They regarded their care as
RCC, FOC, and WPG. In these triadic relationships, each person recognized, respected,
and welcomed the other’s influence. In this respect, power manifested as influence that,
in turn, became contribution. Each member contributed to the sense of interconnection
and completion. There was mutual dependency in order to preserve the relationship.
Applying the principles of this study’s critical feminist perspective, interconnection was a
source of power and it was productive. Patients, doctors, and families recognized that the
physician held inherent expertise (as opposed to power) but their interconnections were
the source of real power because it effected equality among all members. Power was
productive because it was experienced as mutual influence, sharing, and caring.
Other groups saw their relationship as a triangle. Patients, doctors, and families in
these groups regarded their care as patient-centered. Triangles appeared to reflect
imbalances in power between patients, doctors, and families. Power sometimes leaned
towards the physician. In this situation, the patient and family member perceived that
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their concerns were met with little attention. Their concerns reflected the extent to which
they depended on the physician to meet their needs. In other cases, power leaned towards
the patient-doctor relationship. In this situation, the family member was either silenced or
kept silent willingly. Power—either individually or relationally—was repressive. From a
critical feminist perspective this meant that individual or relational power was
experienced as disempowerment, inequality, and lack of caring.
From a gender perspective, both male and female physicians, patients, and
families valued the human aspect of medicine—the affections, the connections, the
commitments, and the intimacies. Ironically, relationships where commitment and
intimacy were limited provided the best window for seeing that both women and men
desired greater connection (i.e., greater commitment and intimacy), not less.
Forming relationship. How did patients, doctors, and families form relationship?
One group formed an extended family. In this relationship, patients, doctors, and families
shared sustained commitment and genuine intimacy. Sustained commitment and genuine
intimacy were sources of power; these qualities induced a process of reciprocity between
the doctor, patient, and family. The physician provided emotional, psychological, and
medical care to the patient and family. The patient and family returned validation of the
physician’s skills and personalness and respect to the physician. The family provided care
to the patient and validated the physician. The physician returned validation of the family
member’s important role in caregiving. The patient returned validation of the family
member’s contribution to her/his healthcare. Power was productive because it effected
mutual recognition of individual worth and contribution.
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[I] rely on him. And sometimes he’ll go get his book and look up something. So, I
think as a medical doctor he’s on the right track. He does very well (Female
Patient).
If I were ever sick and had any condition like that I would like [Doctor D] to
look after my condition cause she’s just a cracker jack physician. No question
about it. I was very impressed (Male Family Member).
So my job is to make sure the caregiver is able to handle all the issues that the
patient is having to deal with, because if the caregiver gets sick, then who’s gonna
take care of my patient? So I always take into account how it’s affecting the
whole family or the person that brings them in (Female Physician).
I am of the younger newer generation of doctors who is moving away from [the
paternalistic point of] view and sometimes patients are sort of taken aback. When
I ask them, “What do you think we should do about your problem today?” They
say, “I don’t know. You’re the doctor.” [Laughs] So people are sometimes a little
caught off guard by that (Male Physician).

Other groups formed traditional relationships. In this type of relationship,
patients, doctors, and families held limited commitment and pseudo intimacy towards one
another. Here too commitment and intimacy were sources of power although it was
repressive because it induced separateness, isolation, dissatisfaction, and unwelcome
burden between members of the triadic relationship.
Regarding gender and the formations of relationship, results showed that in this
study many males provided caregiving, specifically, husbands were identified as family
caregivers. This contrasted the experience of one female family member who did not
perceive her role as welcomed or needed. Dissatisfaction with the patient-physician
relationship, patient-family relationship, or family-physician relationship did not appear
to be influenced by gender. What held significance was the issue of a caring relationship.
Interestingly, for female and male participants a professional and efficient relationship
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alone was not the desired goal but a caring relationship between all persons in the triadic
relationship was.
Committing to relationship. The reasons patients, doctors, and families committed
or did not commit to relationship was reflected in their bonding, developing confidence
and trust, working with equality and partnership, having a shared story, and finding
mutuality. Parsons believed that the patient-physician relationship had to be asymmetrical
in order for healing to occur (Hauser, 1981). The results of this study suggest that the
opposite was true. According to Roter and Hall (1992), mutualism existed when patients
and doctors both possessed a high degree of control in the relationship. Indeed, mutuality
was the eventual outcome of the patient-doctor-family relationship whose members saw
themselves as circles. Mutuality was a source of power for all three members. The
physician initiated some of the interpersonal processes with the purpose of gaining
patient and family trust in order to increase patient compliance. This purpose yielded
eventually to the importance of the relationship with patients and families. One physician
reflected on this reality.

People get very frustrated with our medical system because nobody talks to them.
People just come in. And they talk to them for 30 seconds but they don’t really
talk to them. And they look at an x-ray. They look at the labs. They stick a
stethoscope on for two seconds. And then they walk out. So, if you talk to people,
then they appreciate what you are doing and then they listen to you. And then they
cooperate with what you are asking them to do. They respect you. (Male
Physician).

In extended family relationships, interpersonal processes showed that individual
and relational power was recognized, shared, and welcomed. From a critical feminist
perspective, sources of power were productive. From a gender perspective, both male and
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female members of extended family relationships created mutuality and wanted a caring
relationship.
In traditional relationships, interpersonal processes showed that power leaned
towards an individual (usually the physician) or relationship (usually the patientphysician relationship) to the exclusion of another individual (usually the family
member) or relationship (usually the patient-family relationship). Obstacles and hidden
conflict were sources of power. Patients, families, and physicians each made decisions
about their levels of commitment and intimacy with each other. Analysis showed that
some patients and family members chose to participate but limited their commitment and
intimacy. Some family members chose to forfeit commitment. Some family members
chose to wait. From a critical feminist perspective, power was repressive. From a gender
perspective, both male and female patients and family members were equally distressed
in traditional relationships and stressed the importance of achieving a relationship that
was more equal, caring, and rewarding.

Discussion

Somewhere, there are people to whom we can speak with
passion without having the words catch in our throats.
Somewhere a circle of hands will open to receive us, eyes will
light up as we enter, voices will celebrate with us whenever we
come into our own power. Community means strength that joins
our strength to do the work that needs to be done. Arms to hold
us when we falter. A circle of healing. A circle of friends.
Someplace where we can be free.
—Starhawk

The results of this study suggest that assessing levels of commitment and intimacy
between patients, doctors, and families and addressing their interpersonal processes are
cornerstone to understanding how biopsychosocial perspectives matter in the delivery of
appropriate, successful, and meaningful healthcare. This study identified six salient
interpersonal processes between patients, doctors, and families that were shaped less by
gender differences and more by individual and relational power and caring: perception of
relationship shape, bonding, confidence and dependence, equality and partnership, shared
story, and mutuality. These processes are consistent with the principles for improved
communication identified by Roter and Hall (1992). This is not surprising as
biopsychosocial models of care are based on greater personal communication and an
egalitarian relationship between the patient, doctor, and family.
There were several unique findings regarding the interrelated dimensions of the
triadic relationship in the context of biopsychosocial models of care. First, the concepts
of sustained commitment and genuine intimacy emerged as foundations for patientdoctor-family bonding, for developing patient confidence and trust, and for creating
patient-doctor-family equality and partnership. Berry et al (2008) discussed the
importance of patient trust and commitment to their primary care physician as they
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related to patient adherence. Their discussion however did not consider the importance of
the family in creating sustained commitment. In previous studies (Anderson et al., n.d.;
Curtis et al., 2002) there is the discussion about continuity of care. Analysis suggested
that continuity of care is an expectation for care but commitment is an emotional and
relational result of connection.
Intimacy is a unique concept and has not been previously associated with the
patient-doctor-family relationship. Levels of commitment—sustained versus limited—
and intimacy—genuine versus pseudo—were also associated with the type of care
practiced by the physician or experienced by the patient and family. In this study,
sustained commitment and genuine intimacy were associated with RCC, FOC, and WPC.
Limited commitment and pseudo intimacy were associated with PCC. In previous
studies, the concepts of commitment and intimacy have not been associated with RCC,
FOC, WPC, or PCC.
Second, the triadic relationship has been referred to as the therapeutic triangle
(Doherty & Baird, 1983). This description is helpful for clinical understanding but
limited from the perspective of connection and caring. Participants identified two shapes
that described their level of commitment and intimacy: a circle and a triangle. A circle
was grounded in meanings of connection, commitment, and intimacy. A triangle was
grounded in meanings of separateness and independence. Circles and triangles were not
innocuous figures but were significant representations of connectedness, caring, and
mutuality in one type of patient-doctor-family relationship versus semi-connected, less
caring, and less rewarding in another type.
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Third, relationship shape was cornerstone for two possible groups of patientdoctor-family relationships: extended family and traditional. Patients, doctors, and
families who described themselves as a circle were strongly united in their statements
that they were part of an extended family. The concept of an extended family for patientdoctor-family relationships has not been previously identified in the literature. An
extended family relationship is grounded in sustained commitment and genuine intimacy
between the patient, doctor, and family. Each lateral relationship (i.e., patient-doctor,
patient-family, and family-doctor) contributed to, depended on, and validated the other
relationships as part of a holistic, caring relationship. Being part of an extended family
was significantly associated with higher patient loyalty and compliance with the doctor’s
treatment recommendations. Traditional relationships—because of their lesser
commitment and intimacy—described less patient compliance and patient loyalty. In
traditional relationships, three out of four patients described being committed to the
physician but family members were not involved in these commitments.
Fourth, analysis showed that the role of the family in healthcare appeared more
significant than previously understood. There is agreement in the literature that the family
provides vital caregiving and support to the patient (e.g., Main et ah, 2001; Speice et ah,
2000). What has not been examined is the role of the family in validating the role of the
physician and the patient-doctor relationship. The family’s respectful acknowledgement
and support of the physician, of the physician’s treatment recommendations, and the
patient-physician relationship significantly appeared to sway the patient-doctor
relationship. Inclusion of the family in the patient-doctor relationship is not a trite
gesture. The family—either a blood relative or close friend—is an integral person in the
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healthcare relationship. Participants who described lower commitment and intimacy
between the patient and physician also reported exclusion of the family in the medical
visit, patient’s healthcare, and decreased family respect and support for the physician.
Fifth, the patient-doctor-family relationships in this study held varying degrees of
commitment and intimacy yet their testimonies were an unspoken solidarity that each
member of the triadic relationship had to be active, recognized, and valued in order to
experience the most optimal and rewarding patient-doctor-family relationship and overall
patient and family healthcare. The physician initiated bonding, processes towards
equality and partnership, and responded to the efforts of patients and families for greater
connection. The patient responded to the physician’s efforts and recommendations and
developed confidence and trust in the doctor and family. The family validated the
physician and patient-physician relationship, supported the patient, and responded to the
physician’s efforts. No member was passive. No member was without a significant role.
No member was expendable or inconsequential. No member simply received without
returning some contribution. Together all three members shared in story-making and
creating mutuality.
Sixth, participants’ perception of PCC was a surprise. The definition for PCC as
told by participants was not associated with a holistic quality of care that has been
described in the literature (e.g., Mead & Bower, 2002). Participants in extended family
relationships chose RCC, FOC, and WPC as representative of the sustained commitment
and genuine intimacy they experienced with each other. PCC represented relationship
between the patient and physician that excluded the family. Also, in PCC the
relationships between the patient and the doctor, between the patient and the family, or
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between the family and the doctor were more likely to involve obstacles and conflict.
These differences in models of care pose a challenge when the patient, doctor, or family
expect one type of healthcare but experience another and open communication is not
present in order to remedy the disparities. This study supports other studies that
emphasize RCC (e. g., Frankel & Quill, 2005; Safran et ah, 2006; Slingsby, 2006), FCC
(Davidson et al., 2007; Kovacs et ah, 2006) and WPC (Anandarajah, 2008; DiLalla et ah,
2004) as the most optimal types of healthcare.
Seventh, having a shared story and a mutually rewarding relationship were
foundation to a continued and committed patient-doctor-family relationship. Mutuality
has been previously discussed in other studies (Hall et al., 2002; Roter & Hall, 1992) but,
again, these studies did not include the importance of the family in the creation of
mutuality. Having a shared story is a new concept especially in regards to the patientdoctor-family relationship.
Eight, the low impact of gender in this study was also a surprise. What became
apparent however were the matched responses of both female and male participants that a
caring and responsive triadic relationship created the most connected and rewarding
healthcare. Women and men were equal in their appreciation for and response to
processes of bonding, confidence and dependence, equality and partnership, shared story,
and mutuality. They also responded similarly when these processes were hindered by
obstacle and conflict. This study did support the finding by Hooper et al. (1982) that
women are not necessarily disparaged by physicians. In this study, female patients were
in unison that their care was rewarding and their physicians were caring. Caution must be
taken however in this finding. This study involved female participants in a setting where
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doctors emphasized PCC, RCC, FOC, and WPC. The findings in this study do not
necessarily apply to women in obstetrics/gynecology, pediatric, or surgical settings.
Additionally, this study does not make the conclusion that gender issues or differences do
not manifest in biopsychosocial models of care. Further studies are necessary to examine
the influence of gender differences, issues, and processes in biopsychosocial care.
Nine, the influence of personal power in this study was significant. So too were
the sources of power that were productive. One of the core assumptions of this study was
focusing on changing social systems rather than changing individuals. I became aware
that change in healthcare is a mutual process. Indeed, changing the focus and values of
patients, doctors, and families will create change in the social system. Likewise, if
healthcare systems become more relationship-centered, family-oriented, or whole-person
focused, these changes will induce positive responses from the individual patient,
physician, and family member. I expand the feminist view that to achieve the most
optimal and rewarding changes, focus must be on creating a reciprocal process between
the individual and the system. Both are equally important; each cannot be ignored.
Ten, even though all the doctors in the study were interested in developing strong
relationships with their patients, obstacles and conflict were cited in traditional types of
patient-doctor-family relationships. Experiencing obstacles and conflict hindered
connection. Obstacles were also reported in extended family relationships but these were
described as minor. The most common obstacle was the availability of the physician. At
the time of this study, physicians in extended family relationships were expanding their
practices, thus, availability was becoming increasingly difficult. Despite this, patients and
families reported they had other means of contacting their physician if necessary (e.g., e-
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mail, home phone, or physician’s staff). Unlike obstacles described in traditional patientdoctor-family relationships, obstacles in extended family relationships did not hinder
patients’ and families’ sense of connection with the doctor. Analysis, however, was
limited in examining how other types of conflict, obstacles, or challenges in extended
family types of patient-doctor-family relationships were resolved in the past. A greater
number and diversity of participants is necessary to further examine how obstacles and
conflict actually influence patient-doctor-family relationships and how they are resolved.
Finally, healthcare that is personal cannot be overemphasized. Personalness, like
mutuality, was a joint process by all members of the triadic relationship. The physician
delivered personal care in three ways: by being available to the patient and family beyond
their professional borders of location and time, by making visible some of their personal
relationships with the patient and family, and by sharing in the patient’s and family’s
personal experiences apart from their medical concerns. These efforts evoked in patients
and families the sense of being “known” as persons which has been identified as an
important patient value. Patients and families, in turn, acknowledged the personhood of
the physician when they extended concern and care to the physician or the physician’s
family. In the words of participants, healthcare above all else is less about the science of
medicine and more about the human.

Limitations of This Study
There were several limitations associated with this study. An important limitation
of this study was its small, non-random, and primarily White sample. Extreme caution
must be taken when applying these results to other patient-doctor-family relationships,
especially racially diverse patient-doctor-family relationships. Only one physician who
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volunteered to participate was non-White. In addition, racially diverse patients were
invited to participate but only White patients consented to participate. This study did not
provide theoretical understanding of why non-White patients and families elected not to
participate. The results of this study may have yielded very different outcomes if
participants were more racially diverse.
Except for one male patient, the majority of patients did not have severe medical
problems. Because physicians like patients who are healthier (Hall et ah, 1993; Hall et
ah, 2002) and who are more satisfied with their care (Hall et al., 1993; Hall et ah, 2002),
this may have contributed to their selection from the physician.
Third, this study examined the relationship between family medicine physicians,
their patients, and their patients’ families. The results may not necessarily be applicable
to other medical specializations such as internal medicine or obstetrics and gynecology,
other family medicine practices, or with the non-participating physicians in the same
family medicine clinic.
Fourth, this study included patients and their family members. This study,
however, may not be applicable to children, doctors, and parents. Patients who
participated in this study were 18 years of age and higher. Though a parent is identified
as the family member, this study did not provide theoretical understanding of the childdoctor-parent relationship.
Fifth, some of the interviews were conducted with both the patient and family
member present. This may have encouraged more positive responses. Alternately, this
may have influenced negative issues from being discussed.
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Finally, this study sought theoretical understanding of the patient-doctor-family
relationship but this understanding may not be applicable to patients who have terminated
their relationship with their primary care doctor or group clinic.

Implications for Research
The patient-physician relationship has received considerable attention from both
researchers and clinicians (Doherty & Baird, 1983). Research on families in the clinical
encounter has brought attention to the important role families play in helping patients
with their medical care and providing needed emotional support (Bergeson & Dean,
2006; Davidson et al., 2007; Fortinsky, 2001; Rabow et ah, 2004). Literature on the
relationship between physicians and families has brought equal attention to the steps
physicians can take to relieve some of the burdens and stresses of family caregivers
(Rabow et al., 2004) and to improve communication with families, particularly in shared
decision making (Davidson et al., 2007). Collectively, there has been little empirical
research pertaining to the success or quality of the triadic relationship as a whole
(Fortinsky, 2001). This study contributed to both clinical and research scholarship by
increasing knowledge—from the perspectives and stories of patients, doctors, and
families—about the unique medical relationship called the patient-doctor-family
relationship. The following are this study’s contributions specifically to research.
First, this study sought to understand what contributed to and detracted from
strong patient-doctor-family relationships. Analysis suggested that the qualities found in
successful and satisfying patient-doctor relationships (e.g., partnership, patients being
“known” by their physician, mutuality) were also found in successful and satisfying
patient-doctor-family relationships. Future studies are needed to examine the influence of
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a committed and intimate patient-doctor-family relationship on patient health outcomes.
Second, most of the patient-doctor-family relationships in this study represented
committed relationships. These participants saw themselves in the shape of a circle,
referring to their close connection. They formed extended families referring to the
physician being an extended family member. They were committed because of intimacy,
a concept grounded in connection and the sharing of confidences and experiences. Future
studies are needed to evaluate if these qualities exist with racially diverse patients,
doctors, and families. More importantly, qualitative designs (e.g., interaction analysis,
conversation analysis) are needed that more closely examine what specific verbal or
nonverbal behaviors in the medical encounter between the patient, doctor, and family
effect bonding, confidence and trust, equality and partnership, mutuality, and overall
commitment and intimacy.
Third, the physician’s nonverbal behaviors (e.g., hugs, availability, remembering
death anniversaries) have been associated with effective patient-centered communication
and care across diverse cultures (Carroll et al., 2007). In this study, these behaviors
emerged as important aspects of RCC, FOC, and WPC in a primarily White population.
This finding suggests that nonverbal behaviors of caring are important aspects of
healthcare—across all cultures and races—because they raise the position of the human
aspect of medical practice to prominence. Future studies could examine more specifically
physician’s nonverbal behaviors in relationship to gender and power issues and their
influence on patients’ health outcomes.
Fourth, gender differences were not prominent in distinguishing kinds of patientdoctor-family relationship than expected although the feminist concept of a caring
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relationship was very significant. Future analysis focusing on ongoing processes (i.e.,
conversation analysis) may identify gender differences that were not visible in this study.
Additionally, previous studies have stressed the influence of patient and physician gender
in communication and interaction. Future qualitative studies with a greater diversity and
larger sample of female and male patients, doctors, and family members are needed to
examine how gender is influential in biopsychosocial models of care and how.
Fifth, the traditional analysis of power issues in medical relationships has focused
primarily on repressive forms of power. The findings in this study supported Foucault’s
view that power could be productive. However, future studies are needed to examine if
power would be equally productive in racially diverse populations and in populations
with greater representation of female and male patients and family members.
Sixth, this study did not focus specifically on patient-doctor-family
communication. While emphasis is placed on how patients and doctors talk to one
another (Roter & Hall, 1992), future studies are needed to examine the “talk” between
patients, doctors, and families especially in the context of biopsychosocial care.
Seven, participants in this study were associated with a clinical setting accepting
only PPO health insurance plans. Future studies are necessary to examine how levels of
intimacy, commitment, bonding, confidence and trust, equality and partnership, shared
story, and mutuality manifest in clinical settings accepting HMO (health maintenance
organizations) health insurance plans especially when the time available to spend with
patients is limited.
Finally, this study utilized grounded theory methodology to examine the patientdoctor-family relationship. Future qualitative studies are needed in order to closer
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examine the relationship between the concepts of relationship shape, intimacy and
commitment, and type of relationship with patient and family satisfaction, patient
healthcare related behaviors (e.g., compliance, health outcomes), and patient and family
retention.

Implications for Theory
This study contributed to the theoretical understanding of how patients, doctors,
and families see, form, and commit to relationship in the context of biopsychosocial
perspectives. Intimacy and commitment, circles versus triangles, and extended family
relationship versus traditional relationship were important theoretical concepts to emerge.
Critical and feminist theories were used to analyze the association between power and
gender and the patient-doctor-family relationship. While previous studies have stressed
the importance of gender in patient-doctor interactions, this study provided limited
understanding regarding gender in biopsychosocial relationships. Findings did support
the assumption that power could be productive. In this study, power was productive in the
biopsychosocial models of RCC, FOC, and WPC. Power however was productive
because it held individual power and individual influence in the context of a caring
relationship. Thus, shared decision making, shared power, patient autonomy and agency,
and mutual changes resulting from being in connected relationship were present between
patients, doctors, and families. Individual power and caring structures were sources of
productive power that were foundation for committed, connected, and rewarding patientdoctor-family relationships.
The power of caring and mutually rewarding patient-doctor-family relationships
in the science of healing cannot be overstated. The patient-doctor relationship is regarded
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as the core unit of medical practice. The findings from this study suggest that for many
the core unit of medical practice may be in actuality the patient-doctor-family
relationship.

Implications for Practice
The goals of medical family therapy are to increase patient personal agency,
patient communion with the family (McDaniel et al., 1992), and patient-doctor-family
collaboration. Personal agency refers to the patient’s active involvement in and
commitment to their healthcare. Communion refers to the sense of being loved, cared for,
and supported by loved ones. The findings from this study suggest important ways to
support these goals. Assessing the patient’s and family’s level of intimacy and
commitment with the physician is an important first consideration. Patients and families
should be encouraged to share their experiences of bonding, confidence and dependence,
equality and partnership, shared story, and mutuality. Taking the time to understand these
processes and the resulting levels of intimacy and commitment provide considerable
knowledge of where and how medical family therapists should enter into the patientdoctor-family relationship.
While it is important to have knowledge of the negative issues in the patientdoctor-family relationship, it is perhaps equally important to recognize sources of
productive power such as individual contributions from the patient, doctor, and family,
interconnections between the patient, doctor, and family, and stories of reciprocity and
mutuality between the patient, doctor, and family. Medical family therapists may find it
beneficial to build patient-doctor-family relationships by identifying sources of
productive power.
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Assessing the level of commitment and intimacy between patients, doctors, and
families is an important consideration when developing collaboration strategies. So too is
assessing how patients, doctors, and families perceive their relationship shape and type of
relationship. In situations where the family is invisible (i.e., the patient is not
accompanied by family to the medical visit), providers and medical family therapists
must assess the patient-family relationship and incorporate that relationship into the
patient-doctor relationship.
In an era when patient satisfaction and retention are important considerations for
clinical practice the levels of intimacy and commitment and types of interpersonal
processes that appeared between patients, doctors, and families in extended family
relationships may serve as models for physicians who wish to practice from a
biopsychosocial perspective.
Developing innovative and effective strategies for creating intimacy and
commitment, bonding, confidence and trust, equality and partnership, shared story, and
mutuality are needed in marriage and family therapy and medical family therapy
practices. Extended family relationships may also serve as models for marriage and
family and medical family therapy practices. Could similar connections manifest between
marriage and family therapists or medical family therapists and their clients and their
clients’ families? How would they appear in marriage and family therapy or medical
family therapy practices? How would such connections affect client outcomes? How
would levels of intimacy and commitment and interpersonal processes appear?
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Conclusion
William Pinsof (1989) argued that research methods should measure both
experience and behavior. His principle was simple—“[i]f you want to know what
[people’s] behavior means or what they feel and think, ask them” (p. 56). This study
aimed to understand how patients, doctors, and families saw, formed, and committed to
relationship by hearing their personal stories and analyzing what their stories meant
individually and relationally. Findings showed that the patient-doctor-family relationship
is a significant relationship in healthcare. Fracturing it into lateral relationships suggests
little benefit for optimal patient healthcare. Creating genuine intimacy and sustained
commitment, bonding, developing confidence and trust, establishing partnership and
equality, having a shared story, and mutuality are key processes for rewarding,
connected, and caring types of patient-doctor-family relationships. When intimacy and
commitment are not genuine or sustained or when interpersonal processes are hindered
by obstacles and conflict, healthcare providers may face challenges with patient
satisfaction, retention, and personal reward. To ensure optimal healthcare from a
biopsychosocial perspective, further studies are needed to develop innovative and
effective strategies for creating and sustaining levels of intimacy and commitment,
bonding, confidence and trust, equality and partnership, shared story, an mutuality
between patients, doctors, and families.
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Interview Guide - Physician

The Patient-Doctor-Family Relationship Study
Each interview should address all of the following general questions, followed by probes
to expand and clarify meaning and to pursue topics raised by the respondents. Elicit
specific examples. Ask “why?” or “how?” The order and wording of the questions may
be altered to fit the flow of the conversation.
I.

II.

Pre-Interview
A.

Begin with a few moments of “small talk” to engage the respondents and
help them feel comfortable. Use clues from their surroundings to connect
with them in a personal way.

B.

Review the purpose of the study and the informed consent document,
stressing confidentiality and eliciting their questions. Obtain the informed
consent of each participant.

C.

Tell participants that they are participating in a directed conversation; that
you are interested in how they think about the patient-doctor-family
relationship; and that you are NOT evaluating them, but learning from
them. Remind them that they may decline to answer any question or shut
off the tape or conclude the interview at any time. Ask if there are any
other questions.

D.

Complete personal data sheet.

Interview Questions
A.

Introduction. Say the following script.

I am investigating how and why patients, doctors, and families form relationship
and how they maintain that relationship over time.
As a physician, you have been trained on the importance of establishing good
doctor-patient relationship.
However, there have not been many studies on how patients and families see,
create, and continue a relationship with their doctor. My purpose in meeting with
you today is to explore your ideas about what makes a good patient-doctor-family
relationship and what do patients, doctors, and families need from each other in
order to form a good relationship and to continue the relationship. I hope that you
will share with me your observations and experiences on what patients, doctors,
and families can do to create and continue relationship.
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B.

Open-Ended Questions

1.

Tell me about your relationship with your patients and their families.

2.

If you had to draw a shape to describe the relationship between you, your
patients, and their families, what shape would you draw?

3.

How do you see you, your patient, and their family working together in
your patient’s healthcare?

4.

As you look back on your relationships with your patients and their
families, could you tell me any stories that stand out in your mind?

5.

Could you tell me stories where you learned important lessons in your
relationship with patients and their families?

6.

What problems have you encountered in your relationship with your
patients and their families? How do you resolve them?

7.

What kind of care describes the kind of care you practice (PCC, RCC,
FOC, or WPC)?

8.

Based on your answers, how would you define patient-centered care,
relationship-centered care, and family-oriented care?

9.

Is there anything that you might not have thought about before that
occurred to you during this interview?

10.

Is there anything else you think I should know to better understand the
patient-doctor-family relationship?

11.

Is there anything you would like to ask me?

PERSONAL DATA SHEET
Participant #
Sex:
Race:

Date

M
Black

F

Date of Birth
Hispanic

White

Asian

Native American

With what ethnic group do you identify?
Marital Status:___Married___Never-Married__ Divorced___Widowed__ Remarried, if remarried
number of marriages_____
Are you a member of a church?
Yes
No
With what religious faith do you identify?

121

How long have you worked with Loma Linda University Family Medical Group?
How long have you practiced patient-centered, relationship-centered, or family-oriented care?
How long have you taught from the perspectives of patient-centered, relationship-centered, or familyoriented care?
Do you have a specialty?__ No__ Yes if, yes what is your specialty?

Interview Guide - Patient

The Patient-Doctor-Family Relationship Study
Each interview should address all of the following general questions, followed by probes
to expand and clarify meaning and to pursue topics raised by the respondents. Elicit
specific examples. Ask “why?” or “how?” The order and wording of the questions may
be altered to fit the flow of the conversation.
I.

II.

Pre-Interview
A.

Begin with a few moments of “small talk” to engage the respondents and
help them feel comfortable. Use clues from their surroundings to connect
with them in a personal way.

B.

Review the purpose of the study and the informed consent document,
stressing confidentiality and eliciting their questions. Obtain the informed
consent of each participant.

C.

Tell participants that they are participating in a directed conversation; that
you are interested in how they think about the patient-doctor-family
relationship; and that you are NOT evaluating them, but learning from
them. Remind them that they may decline to answer any question or shut
off the tape or conclude the interview at any time. Ask if there are any
other questions.

D.

Complete personal data sheet.

Interview Questions
A.

Introduction. Say the following script.

I am investigating how and why patients, doctors, and families form relationship
and how they maintain that relationship over time. The doctor-patient relationship
of interest in this study is your relationship with Doctor_____
.
Doctors have been trained on the importance of establishing good doctor-patient
relationship.
However, there have not been many studies on how patients and families see,
create, and continue a relationship with their doctor. My purpose in meeting with
you today is to explore your ideas about what makes a good patient-doctor-family
relationship and what do patients, doctors, and families need from each other in
order to form a good relationship and to continue the relationship.
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B.

Open-Ended Questions

1.

Tell me about your relationship with your doctor and your family.

2.

If you had to draw a shape to describe the relationship between you, your
doctor, and your family, what shape would you draw?

3.

How do you see you, your doctor, and your family working together in
your healthcare?

4.

As you look back on your relationships with your doctor and your family
could you tell me any stories that stand out in your mind?

5.

Could you tell me stories where you learned important lessons in your
relationship with your doctor and your family?

6.

What problems have you encountered in your relationship with your
doctor and your family? How do you resolve them?

7.

What kind of care describes the kind of care you receive from your doctor
(PCC, RCC, FOC, or WPC)?

8.

Based on your answers, how would you define patient-centered care,
relationship-centered care, and family-oriented care?

9.

Is there anything that you might not have thought about before that
occurred to you during this interview?

10.

Is there anything else you think I should know to better understand the
patient-doctor-family relationship?

PERSONAL DATA SHEET
Participant #
Sex:
Race:

Date

M
Black

F

Date of Birth
Hispanic

White

Asian

Native American

With what ethnic group do you identify?
Marital Status:___Married___Never-Married___Divorced___Widowed___Remarried, if remarried
number of marriages_____
Current Occupation
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The family member(s) you identified as participating in your healthcare and will be participating in this
study, does he/she/they live with you?___No___Yes
If yes, what relationship does your family member have to you?
What is your highest level of education completed?
Elementary
Some high school

High School
Some College/Trade School

College/Trade School
Graduate School

What is your current yearly income after taxes?
Below $10,000
$10,000-20,000

Are you a student?__ No___Part-time
Are you a member of a church?

Yes

above $75,000

___$41,000-50,000
_$50,000-75,000

$21,000-30,000
$31,000-40,000

Full-time
No

With what religious faith do you identify?
Who is your primary care doctor at the LLU Family Medical Group?
How long have you been a patient of the LLU Family Medical Group?
How long have you been with your primary care physician at Family Medical Group? (This is the physician
who is participating in this study with you and your family member)___________________
What is the sex of your physician?___Female

Male

Did you ever have a different physician with the Family Medical Group?
the reason for the change?_____________________________________
What was the sex of your previous physician?___Female

No___Yes, if yes, what was

Male

What is the main medical reason that you see your physician?

What was the medical reason for your last two medical visits with your physician?

Were you accompanied by a family member?___No___Yes, if yes, who?
What was the reason that your family member accompanied you?
What was your reason for choosing the Family Medical Group as your primary clinic?

If you were going to remain with the Family Medical Group, what would be the reason?

Interview Guide - Family

The Patient-Doctor-Family Relationship Study
Each interview should address all of the following general questions, followed by probes
to expand and clarify meaning and to pursue topics raised by the respondents. Elicit
specific examples. Ask “why?” or “how?” The order and wording of the questions may
be altered to fit the flow of the conversation.
I.

II.

Pre-Interview
A.

Begin with a few moments of “small talk” to engage the respondents and
help them feel comfortable. Use clues from their surroundings to connect
with them in a personal way.

B.

Review the purpose of the study and the informed consent document,
stressing confidentiality and eliciting their questions. Obtain the informed
consent of each participant.

C.

Tell participants that they are participating in a directed conversation; that
you are interested in how they think about the patient-doctor-family
relationship; and that you are NOT evaluating them, but learning from
them. Remind them that they may decline to answer any question or shut
off the tape or conclude the interview at any time. Ask if there are any
other questions.

D.

Complete personal data sheet.

Interview Questions
A.

Introduction. Say the following script.

I am investigating how and why patients, doctors, and families form relationship
and how they maintain that relationship over time. The doctor-patient-family
regarding (Family
relationship of interest is the relationship with Dr.
Member).
Doctors have been trained on the importance of establishing good doctor-patient
relationship.
However, there have not been many studies on how patients and families see,
create, and continue a relationship with their doctor. My purpose in meeting with
you today is to explore your ideas about what makes a good patient-doctor-family
relationship and what do patients, doctors, and families need from each other in
order to form a good relationship and to continue the relationship
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B.

Open-Ended Questions

1.

Tell me about your relationship with your family member’s doctor and
your family member, and you.

2.

If you had to draw a shape to describe the relationship between you, your
family member’s doctor, and your family member, what shape would you
draw?

3.

How do you see you, your family member’s doctor, and your family
member working together for your family member’s healthcare?

4.

As you look back on your relationships with your family member’s doctor
and your family member could you tell me any stories that stand out in
your mind?

5.

Could you tell me stories where you learned important lessons in your
relationship with your family member’s doctor and your family member?

6.

What problems have you encountered in your relationship with the
doctor and your family member? How do you resolve them?

7.

What kind of care describes the kind of care you receive from your family
member’s doctor (PCC, RCC, FOC, or WPC)?

8.

Based on your answers, how would you define patient-centered care,
relationship-centered care, and family-oriented care?

9.

Is there anything that you might not have thought about before that
occurred to you during this interview?

10.

Is there anything else you think I should know to better understand the
patient-doctor-family relationship?

PERSONAL DATA SHEET
Participant #
Sex:
Race:

Date

M
Black

F

Date of Birth
Hispanic

White

Asian

Native American

With what ethnic group do you identify?
Marital Status:___Married___Never-Married___Divorced___Widowed___Remarried, if remarried
number of marriages_____
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Current Occupation
Do you live with the family member who is a patient of the Family Medical Group and who is participating
in this study?___No___Yes
If yes, what relationship do you have with that family member?
What is your highest level of education completed?
Elementary
Some high school

___High School
_Some College/Trade School

College/Trade School
Graduate School

What is your current yearly income after taxes?
Below $10,000
$10,000-20,000

$21,000-30,000
$31,000-40,000

Are you a student?__ No___Part-time
Are you a member of a church?

Yes

$41,000-50,000
$50,000-75,000

above $75,000

Full-time
No

With what religious faith do you identify?
What was the main reason(s) that you accompanied your family member to their last two medical visits?
Did your patient family member see the same physician for both appointments?___No__ Yes Why or
why not?___________________________________________________________________________
What is the sex of your patient family member’s physician?__ Female___ Male
Are you also a patient of the Loma Linda University Family Medical Group?___No___Yes
If yes, answer the following questions:
How long have you been a patient of the Family Medical Group?
Are you seeing the same physician as your patient family member?___No___Yes
How long have you been with the same physician at Family Medical Group?
What is the sex of your physician?__ Female ___ Male
Did you ever have a different physician with the Family Medical Group?___No___Yes, if yes,
what was the reason for the change?___________________________________________________
What was the sex of your previous physician?___Female ___Male
What was your reason for choosing the Family Medical Group as your primary clinic?

If you were going to remain with the Family Medical Group, what would be the reason?

Patient Informed Consent

Patient-Doctor-Family Relationship Study
Purpose
You are invited to participate in a doctoral dissertation study about how patients, doctors,
and families see, form, and maintain relationship over time. This study is being
conducted by Josephine Perez under the direction of Carmen Knudson-Martin, Ph.D. in
the Department of Counseling and Family Sciences of Loma Linda University in
collaboration with the Loma Linda University Family Medical Group.
The overall aim of this study is to explore your ideas about what makes a good patientdoctor-family relationship and what do patients, doctors, and families need from each
other in order to form a good relationship and to continue the relationship. Your answers
will be used to help patients, doctors, and families build stronger partnerships and
stronger collaborative relationships.
You were selected as a possible participant in this study because your family medicine
doctor is participating in the study, you are an established patient with the Family
Medical Group for at least one year or for five or more years, have a family member who
participates in your healthcare and may participate in this study, and are age 18 and older.
How Many People Will Take Part in the Study?
About five family medicine physicians, three patients for each family physician, and one
family member for each patient, for a total of 30 participants, are expected to participate
in this study.
Procedures
There will be three separate interviews being conducted in this study. The interviews will
not be conducted in any certain order. One interview will be conducted with you the
patient. Another interview will be conducted with your doctor. The third interview will
be conducted with your family member. If you participate, you will be interviewed at a
time and place convenient for you. Your interview will last approximately 20 to 30
minutes.
The interview will include questions about the relationship between you, your doctor, and
your family member; how you, your doctor, and family member form relationship; and
what it takes to maintain a relationship between you, your doctor, and your family
member. In addition, your interview will also include questions about personal
demographics. No opinion or assessment regarding the quality of your responses will be
made and no advice will be offered.
The researcher will ask permission to audiotape the interview so that your comments can
be represented accurately and to understand your thoughts and emotions about the
patient-doctor-family relationship.
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Interview materials from you, your doctor, and your family member will be put together
and studied as one unit. This is necessary in order to understand the patient-doctor-family
relationship as a whole unit rather than as individual participants or groups of participants
such as groups of doctors, groups of patients, or groups of family members.
Participant’s Rights
Your participation in this study is completely voluntary. You are encouraged to ask
questions about the interview before you decide if you want to be in the study. You are
free to choose what information you reveal. You may decline to answer a question, stop
the recorder, or terminate the interview at any time. Leaving the study or choosing not to
take part will not result in any changes or loss of benefits to your healthcare or family
member’s healthcare (if this is applicable) with the Family Medical Group.
Confidentiality
Your primary care doctor who is participating in this study will be assigned a number.
You will be asked to identify your physician to the interviewer who will then create a
patient code number that begins with your physician’s code. In the same way, your
family member will be given a code number that will include your physician-patient
code.
During the interview, your name, your doctor’s name, or your family member’s name
may be mentioned in the conversation, but all names will be deleted in the interview
transcripts. Names or any other identifying information will be kept separate from the
interview data in a locked cabinet. Names and other identifying data will not be used in
the presentation or publication of the results. If the researcher quotes you, you will be
known only by a number or pseudonym.
Interview tapes will be identified by the numerical code only. Tapes will be kept in a
locked file cabinet. Only the researcher and faculty investigators will be allowed to hear
the tapes. Tapes will always be used confidentially and remain anonymous. The tapes
will be destroyed after the study has been completed.
In addition, the doctor, other clinic staff at the Family Medical Group, or other
investigators with this study will have no knowledge of your identity or participation and
your healthcare and your family member’s healthcare (if applicable) will continue as
usual with the Family Medical Group. At no time will your medical record or your family
member’s medical record be accessed by the researcher or other investigators with this
study. None of the information obtained from this study will become part of your
medical record or your family member’s medical record.
Risks
The Institutional Review Board that monitors research at Loma Linda University has
determined that this study poses minimal risk. The greatest risk is that some questions
may raise uncomfortable issues or feelings that in some cases have not been previously
addressed with your doctor or your family member. There is a chance that your family
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member may approach you with their personal concerns or issues about participating or
from having participated in this study.
Benefits
Your contribution to this study will be for research purposes only. Your answers will help
create better programs that will help patients, doctors, and families build stronger
partnerships and stronger collaborative relationships.
Costs/Reimbursement
There is no cost to you for participating in this study. You will not be paid for
participating in this study.
Impartial Third Party Contact
You may ask questions at any time. If you wish to contact an impartial third party not
associated with this study regarding any question or complaint you may have about the
study, you may contact the Office of Patient Relations, Loma Linda University Medical
Center, Loma Linda, CA 92354, phone (909) 558-4647, e-mail patientrelations@llu.edu
for information and assistance.

Physician Informed Consent

Patient-Doctor-Family Relationship Study
Purpose
You are invited to participate in a doctoral dissertation study about how patients, doctors,
and families see, form, and maintain relationship over time. This study is being
conducted by Josephine Perez under the direction of Carmen Knudson-Martin, Ph.D. in
the Department of Counseling and Family Sciences of Loma Linda University in
collaboration with the Loma Linda University Family Medical Group.
The overall aim of this study is to explore your ideas about what makes a good patientdoctor-family relationship and what do patients, doctors, and families need from each
other in order to form a good relationship and to continue the relationship. Your answers
will be used to help patients, doctors, and families build stronger partnerships and
stronger collaborative relationships.
You were selected as a possible participant in this study because you are a family
physician with the Family Medical Group for at least one year, have taught resident
physicians, and have taught about the patient-doctor relationship
How Many People Will Take Part in the Study?
About five family medicine physicians, three patients for each family physician, and one
family member for each patient, for a total of 30 participants, are expected to participate
in this study.
Procedures
There will be three separate interviews being conducted in this study. The interviews will
not be conducted in any certain order. One interview will be conducted with you the
physician. Another interview will be conducted with one of your established patients. The
third interview will be conducted with your patient’s family member. If you participate,
you will be interviewed at a time and place convenient for you. Your interview will last
approximately 20 to 30 minutes.
The interview will include questions about the relationship between you, your patient,
and their family member; how you, your patient, and patient’s family member form
relationship; and what it takes to maintain a relationship between you, your patient, and
patient’s family member. In addition, your interview will also include questions about
personal demographics. No opinion or assessment regarding the quality of your responses
will be made and no advice will be offered.
The researcher will ask permission to audiotape the interview so that your comments can
be represented accurately and to understand your thoughts and emotions about the
patient-doctor-family relationship.
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Interview materials from you, your patient, and your patient’s family member will be put
together and studied as one unit. This is necessary in order to understand the patientdoctor-family relationship as a whole unit rather than as individual participants or groups
of participants such as groups of doctors, groups of patients, or groups of family
members.
Participant’s Rights
Your participation in this study is completely voluntary. You are encouraged to ask
questions about the interview before you decide if you want to be in the study. You are
free to choose what information you reveal. You may decline to answer a question, stop
the recorder, or terminate the interview at any time.
Confidentiality
As the doctor, you will be assigned a number. Patients who identify you as their primary
care doctor will be given a patient code number that begins with your number code. In
the same way, your patient’s family member will be given a code number that will
include your physician-patient code.
During the interview, your name, your patient’s name, or your patient’s family member’s
name may be mentioned in the conversation, but all names will be deleted in the
interview transcripts. Names or any other identifying information will be kept separate
from the interview data in a locked cabinet. Names and other identifying data will not be
used in the presentation or publication of the results. If the researcher quotes you, you
will be known only by a number or pseudonym.
Interview tapes will be identified by the numerical code only. Tapes will be kept in a
locked file cabinet. Only the researcher and faculty investigators will be allowed to hear
the tapes. Tapes will always be used confidentially and remain anonymous. The tapes
will be destroyed after the study has been completed.
Risks
The Institutional Review Board that monitors research at Loma Linda University has
determined that this study poses minimal risk. The greatest risk is that some questions
may raise uncomfortable issues or feelings that in some cases have not been previously
addressed with your patient or their family member. There is a chance that your patients
or their family members may approach you with their personal concerns or issues after
participating in this study, or that issues discussed in the interview may in some other
way influence your relationship with the patient and family.
Benefits
Your contribution to this study will be for research purposes only. Your answers will help
create better programs that will help patients, doctors, and families build stronger
partnerships and stronger collaborative relationships.
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Costs/Reimbursement
There is no cost to you for participating in this study. You will not be paid for
participating in this study.
Impartial Third Party Contact
You may ask questions at any time. If you wish to contact an impartial third party not
associated with this study regarding any question or complaint you may have about the
study, you may contact the Office of Patient Relations, Loma Linda University Medical
Center, Loma Linda, CA 92354, phone (909) 558-4647, e-mail patientrelations@llu.edu
for information and assistance.
Informed Consent Statement
I have read this consent form and listened to the verbal explanation given by the
researcher. I understand that I may refuse to participate in this study if I so choose. My
questions about this study have been answered to my satisfaction. I hereby give voluntary
consent to participate in this study. Signing this consent form does not waive my rights
nor does it release the investigator, institution, or sponsors from their responsibilities. I
may call Josephine Perez at 909-327-5466 or Carmen Knudson-Martin, PhD, at 909-5584547 if I have additional questions or concerns. I have been given a copy of this consent
form.

Participant’s Signature

Date

I have reviewed the contents of the consent form with the person signing above. I have
explained potential risks and benefits of the study.

Signature of Researcher

Phone Number

Date
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Informed Consent Statement
I have read this consent form and listened to the verbal explanation given by the
researcher. I understand that I may refuse to participate in this study if I so choose. My
questions about this study have been answered to my satisfaction. I hereby give voluntary
consent to participate in this study. Signing this consent form does not waive my rights
nor does it release the investigator, institution, or sponsors from their responsibilities. I
may call Josephine Perez at 909-327-5466 or Carmen Knudson-Martin, PhD, at 909-5584547 if I have additional questions or concerns. I have been given a copy of this consent
form.

Date
Participant’s Signature
I have reviewed the contents of the consent form with the person signing above. I have
explained potential risks and benefits of the study.

Signature of Researcher

Phone Number

Date

Family Informed Consent

Patient-Doctor-Family Relationship Study
Purpose
You are invited to participate in a doctoral dissertation study about how patients, doctors,
and families see, form, and maintain relationship over time. This study is being
conducted by Josephine Perez under the direction of Carmen Knudson-Martin, Ph.D. in
the Department of Counseling and Family Sciences of Loma Linda University in
collaboration with the Loma Linda University Family Medical Group.
The overall aim of this study is to explore your ideas about what makes a good patientdoctor-family relationship and what do patients, doctors, and families need from each
other in order to form a good relationship and to continue the relationship. Your answers
will be used to help patients, doctors, and families build stronger partnerships and
stronger collaborative relationships.
You were selected as a possible participant in this study because you have been identified
by a patient of the Family Medical Group as a family member who participates in the
patient’s healthcare, accompanied the patient to at least two previous medical
appointments in the past three years, and are 18 years or older.
How Many People Will Take Part in the Study?
About five family medicine physicians, three patients for each family physician, and one
family member for each patient, for a total of 30 participants, are expected to participate
in this study.
Procedures
There will be three separate interviews being conducted in this study. The interviews will
not be conducted in any certain order. One interview will be conducted with you the
family member. Another interview will be conducted with the patient. The third interview
will be conducted with the doctor. If you participate, you will be interviewed at a time
and place convenient for you. Your interview will last approximately 20 to 30 minutes.
The interview will include questions about the relationship between you, your family
member, and the doctor; how you, your family member, and the doctor form relationship;
and what it takes to maintain a relationship between you, your family member, and the
doctor. In addition, your interview will also include questions about personal
demographics. No opinion or assessment regarding the quality of your responses will be
made and no advice will be offered.
The researcher will ask permission to audiotape the interview so that your comments can
be represented accurately and to understand your thoughts and emotions about the
patient-doctor-family relationship.
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Interview materials from you, your family member, and the doctor will be put together
and studied as one unit. This is necessary in order to understand the patient-doctor-family
relationship as a whole unit rather than as individual participants or groups of participants
such as groups of doctors, groups of patients, or groups of family members.
Participant’s Rights
Your participation in this study is completely voluntary. You are free to choose what
information you reveal. You may decline to answer a question, stop the recorder, or
terminate the interview at any time. Leaving the study or choosing not to take part will
not result in any changes or loss of benefits to your family member’s healthcare or your
healthcare (if applicable) with the Family Medical Group.
Confidentiality
Your family member’s primary care doctor who is participating in this study will be
assigned a number. Your family member will be given a patient code number that begins
with their physician’s code. You will be given a code number that will include the
physician-patient code.
During the interview, your name, your family member’s name, or your family member’s
doctor’s name may be mentioned in the conversation, but all names will be deleted in the
interview transcripts. Names or any other identifying information will be kept separate
from the interview data in a locked cabinet. Names and other identifying data will not be
used in the presentation or publication of the results. If the researcher quotes you, you
will be known only by a number or pseudonym.
Interview tapes will be identified by the numerical code only. Tapes will be kept in a
locked file cabinet. Only the researcher and faculty investigators will be allowed to hear
the tapes. Tapes will always be used confidentially and remain anonymous. The tapes
will be destroyed after the study has been completed.
In addition, the doctor, other clinic staff at the Family Medical Group, or other
investigators with this study will have no knowledge of your identity or participation and
your family member’s healthcare and your healthcare (if applicable) will continue as
usual with the Family Medical Group. At no time will your medical record or your family
member’s medical record be accessed by the researcher or other investigators with this
study. None of the information obtained from this study will become part of your
medical record or your family member’s medical record.
Risks
The Institutional Review Board that monitors research at Loma Linda University has
determined that this study poses minimal risk. The greatest risk is that some questions
may raise uncomfortable issues or feelings that in some cases have not been previously
addressed with the doctor or your family member. There is a chance that your family
member may approach you with their personal concerns or issues from having
participated in this study.
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Benefits
Your contribution to this study will be for research purposes only. Your answers will help
create better programs that will help patients, doctors, and families build stronger
partnerships and stronger collaborative relationships.
Costs/Reimbursement
There is no cost to you for participating in this study. You will not be paid for
participating in this study.
Impartial Third Party Contact
You may ask questions at any time. If you wish to contact an impartial third party not
associated with this study regarding any question or complaint you may have about the
study, you may contact the Office of Patient Relations, Loma Linda University Medical
Center, Loma Linda, CA 92354, phone (909) 558-4647, e-mail patientrelations@llu.edu
for information and assistance.
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Informed Consent Statement
I have read this consent form and listened to the verbal explanation given by the
researcher. I understand that I may refuse to participate in this study if I so choose. My
questions about this study have been answered to my satisfaction. I hereby give voluntary
consent to participate in this study. Signing this consent form does not waive my rights
nor does it release the investigator, institution, or sponsors from their responsibilities. I
may call Josephine Perez at 909-327-5466 or Carmen Knudson-Martin, PhD, at 909-5584547 if I have additional questions or concerns.
I have been given a copy of this consent form

Participant’s Signature
Date
I have reviewed the contents of the consent form with the person signing above. I have
explained potential risks and benefits of the study.

Signature of Researcher

Phone Number

Date

Telephone Recruitment Script

[For Patient] . . . Hello. My name is Josephine Perez from Loma Linda University,
Department of Counseling and Family Sciences. Tm calling to talk to you about
participating in my dissertation study about the patient-doctor-family relationship. You
have indicated by
[if patient has chosen to participate via letter, say, “mail”]
[if patient has chosen to participate via telephone, say “phone”]
[if patient has chosen to participate via flyer, say “your flyer”]
that you wish to participate in this study.
[If Established Patient] . . . Since you are an established patient of the Family Medical
Group, I thought you might be interested in participating in this study. You should feel
absolutely no obligation at all to participate but if you’d like I can tell you more about it.
[If Yes] ... You would be asked to engage in a guided conversation with me about the
relationship between you, your doctor, and your family member; how you, your doctor,
and family member form relationship; and what it takes to maintain a relationship
between you, your doctor, and your family member. It would not be a therapy session.
The purpose would simply be to understand your experiences from your perspective. No
evaluation or judgment of your story would be made.
There will be three separate interviews being conducted in this study. The interviews will
not be conducted in any certain order. One interview will be conducted with you the
patient. Another interview will be conducted with your doctor. The third interview will
be conducted with your family member. Each interview will last approximately 20-30
minutes. If possible, I hope you will be able to participate in the study. Unfortunately,
you will not be paid for your time, but most people find the conversation interesting and
worthwhile. If you begin to feel uncomfortable or don’t want to answer any more
questions, you may stop the interview at any time. The interview will be voice recorded,
so that I may subsequently transcribe it and analyze our conversations for the purpose of
understanding how patients, doctors, and families see, form, and maintain relationship.
All names will be deleted in the interview transcripts.
For you to participate in the study, you must have seen your family physician in at least
two previous appointments within the last three years, have been a patient with the
Family Medical Group for at least one year or for five or more years, at least 18 years or
older, and you have a family member who has participated in your healthcare and will
also need to agree to participate. Will that be possible? I can conduct the interview at an
office at the Family Medical clinic, in your home, or another setting if you prefer. No
names, addresses or any other identifying information is recorded on the interview sheet
or audiotape so your responses to questions in this survey cannot be traced to you. Would
you be willing to participate in this interview? Would you prefer I interview you at the
Family Medical clinic, in your home, or would it work better for you to conduct it
elsewhere?
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[Make Arrangements to Interview Family Member] . . . Would it be possible for me to
contact your family member to find out if they would participate in the study?
[If Yes] . . . Contact family member and continue with the following script.
[For Family Member] . . . Hello. My name is Josephine Perez from Loma Linda
University, Department of Counseling and Family Sciences. I’m calling to talk to you
about participating in my dissertation study about the patient-doctor-family relationship.
You have been identified by [insert patient’s name] as a family member who participates
in their healthcare and may be able to participate in this study. You should feel absolutely
no obligation at all to participate but if you’d like I can tell you more about it.
[If Yes] ... You would be asked to engage in a guided conversation with me about the
relationship between you, your family member, and your family member’s doctor; how
you, your family member, and the doctor form relationship; and what it takes to maintain
a relationship between you, your family member, and the doctor. It would not be a
therapy session. The purpose would simply be to understand your experiences from your
perspective. No evaluation or judgment of your story would be made.
There will be three separate interviews being conducted in this study. The interviews will
not be conducted in any certain order. One interview will be conducted with you the
family member. Another interview will be conducted with the patient. The third interview
will be conducted with the doctor. Each interview will last approximately 20-30 minutes.
If possible, I hope you will be able to participate in the study. Unfortunately, you will not
be paid for your time, but most people find the conversation interesting and worthwhile.
If you begin to feel uncomfortable or don’t want to answer any more questions, you may
stop the interview at any time. The interview will be voice recorded, so that I may
subsequently transcribe it and analyze our conversations for the purpose of understanding
how patients, doctors, and families see, form, and maintain relationship.
For you to participate in the study, you must have accompanied the patient to at least two
previous medical appointments in the past three years, are 18 years or older, and
participates in the patient’s healthcare. Will this be possible? I can conduct the interview
at an office at the Family Medical clinic, in your home, or another setting if you prefer.
Your name will be deleted to protect your privacy. Would you be willing to participate in
this interview? Would you prefer I interview you at the Family Medical clinic, in your
home, or would it work better for you to conduct it elsewhere?
[For Patient and/or Family Member] . . . Remember, this is completely voluntary. You
can choose to be in the study or not. If you'd like to participate, we can go ahead and
schedule a time for me to meet with you to give you more information. If you need more
time to decide if you would like to participate, you may also call me with your decision.
Do you have any questions for me at this time?
If you have any more questions about this process or if you need to contact me about
participation, I may be reached at 909-327-5466.
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[Make Arrangements with Patient and/or Family Member]... When we meet for the
interview on [insert date and time], we will review the procedures involved in this study
and ask you to sign a consent form documenting your willingness to participate.
Thank you so much.

Recruitment Letter

Loma Linda University Family Medical Group Letterhead
INFORMATION LETTER
for a Doctoral Dissertation Research Study entitled
“The Patient-Doctor-Family Relationship”
Dear {insertpatient’s name]:
You are being encouraged to participate in a doctoral dissertation research study
about how patients, doctors, and families see, form, and maintain relationship over time.
This study is being conducted by Josephine Perez under the direction of Carmen
Knudson-Martin, Ph.D. in the Department of Counseling and Family Sciences of Loma
Linda University in collaboration with the Loma Linda University Family Medical
Group. You were selected as a possible participant in this study because your family
medicine doctor is participating in the study, you are an established patient with the
Family Medical Group for at least one year or for five or more years, have a family
member who participates in your healthcare and may participate in this study, and are age
18 and older.
What will be involved if you participate? There will be three separate interviews being
conducted in this study. One interview will be conducted with you the patient. Another
interview will be conducted with your doctor. The third interview will be conducted with
your family member. No names, addresses or any other identifying information is
recorded on the interview sheet or transcription of the interview, so your responses to
questions in this survey cannot be traced to you.
If you participate, you will be interviewed at a time and place convenient for you. Your
interview will last approximately 20 to 30 minutes. The interview will include questions
about the relationship between you, your doctor, and your family member; how you, your
doctor, and family member form relationship; and what it takes to maintain a relationship
between you, your doctor, and your family member.
You will also be asked to identify a family member who participates in your healthcare
and who may be contacted for a separate interview.
Are there any risks or discomforts? The Institutional Review Board that monitors
research at Loma Linda University has determined that this study poses minimal risk. The
greatest risk is that some questions may raise uncomfortable issues or feelings that in
some cases have not been previously addressed with your doctor or your family member.
If this occurs, you may refuse to answer or further participate in the study. There is also a
chance that your family member may approach you with their personal concerns or issues
about participating or from having participated in this study.
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Are there any benefits to yourself or others? Your contribution to this study will be
for research purposes only. Your answers will help create better programs that will help
patients, doctors, and families build stronger partnerships and stronger collaborative
relationships.
Will you receive compensation for participating? Unfortunately, you cannot be paid
for your time.
Are there any costs? If you decide to participate, there is no cost to you for
participating.
If you change your mind about participating, you can withdraw at any time during the
study. Your participation is completely voluntary. If you choose to withdraw, your
healthcare and your family member’s healthcare (if applicable) will continue as usual
with the Family Medical Group.
If you would like to participate, you can send in the self-addressed stamped envelope
with your phone number so that you can be contacted or you can call Josephine Perez at
909-327-5466. Enclosed is an informed consent form for your review about the
description, purpose, and procedures of this study. If you decide to participate, you will
be asked to sign this informed consent form documenting your willingness to participate
at the time of the interview.
Any data obtained in connection with this study will remain anonymous. We will
protect your privacy and the data you provide by removing your name from all interview
materials. Information collected through your participation may be published in a
professional journal.
If you have questions about this study, please contact Josephine Perez at 909-327-5466 or
Carmen Knudson-Martin, Ph.D. at 909-558-4547.
You may ask questions at any time. If you wish to contact an impartial third party not
associated with this study regarding any question or complaint you may have about the
study, you may contact the Office of Patient Relations, Loma Linda University Medical
Center, Loma Linda, CA 92354, phone (909) 558-4647, e-mail patientrelations@llu.edu
for information and assistance.

Physician’s Signature

Printed Name

Date

Demographic Characteristics of Doctors, Patients, and Family Members
in Extended Family Relationships

Doc
B

Pt

Fam

B-l

B-la
B-2
B-2a
B-3
B-3a

C
C-l
C-la
C-2

C-2a
G
G-l

G-la
G-2

G-2a

Sex
M
F

Age
83

Race
Asian
White

F

47

White

F

67

White

M

80

White

F

40

White

F

58

White

F

64

White

F

90

White

M

93

White

F

63

White

M

63

White

F

41

White

F

50

White

F

36

White

F

35

White

M

33

White

32

(n = 17)
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Educ
Income
Religion
M.D.
Christian
75,000+
Protestant
Some
75,000+
College/
Trade
Christian
Graduate 21,000School
30,000
High
41,000Christian
50,000
School
Christian
Graduate 41,000School
50,000
High
50,000Catholic
75,000
School
10,000Christian
Some
College/ 20,000
Trade
M.D.
75,000+ Seventh-day
Adventist
College/ 50,000 - Seventh-day
Trade
75,000
Adventist
Graduate 50,000 - Seventh-day
School
75,000
Adventist
Presbyterian
Some
75,000+
College/
Trade
College/ 75,000+ Presbyterian
Trade
M.D.
75,000+ Evangelical
Christian
Christian
Some
41,000College/ 50,000
Trade
LutheranCollege/ 75,000+
Trade
Baptist
Graduate 50,000 Baptist
Christian
School 75,000
Baptist
Graduate 50,000Christian
School 75,000

145

Demographic Characteristics of Doctors, Patients, and Family Members
in Traditional Relationships

Doc
A

Pt

Fam

Sex
M
M

Age
36
60

Race
White
White

A-la

F

50

White

F

64

White

F

60

White

M

55

White

F
M

38
79

White
White

M

74

White

F
M

41

86

White
White

F

58

White

A-l

C
C-3

C-3a
D
D-l

D-la
E
E-l
E-la

(n = 12)

Income
Educ
M.D.
75,000+
Graduate 31,00040,000
School
College/ 31,00040,000
Trade
M.D.
75,000+
75,000+
Some
College/
Grade
High
75,000+
School
M.D.
75,000+
Some
10,000College/ 20,000
Trade
Graduate 50,000 School
75,000
M.D.
75,000+
M.D.
50,00075,000
Graduate 75,000+
School

Religion
None
Spiritual
Spiritual
Seventh-day
Adventist
None

None
Christian
Christian

Jewish
Christian
Seventh-day
Adventist
Seventh-day
Adventist

Medical Care Demographics of Doctors, Patients, Family Members
in Extended Family Relationships

Doc

Patient Family

B

Yrs @
FMG

Same
PCP
as
Pt

Yrs
w/

PCP

Patient’s
Main
Medical Conditions

9
^4

B-l
B-la
B-2
B-2a
B-3
B-3a
C

C-l

8
20
20
4
7
28

~3

No
5

Yes

5

Yes

4
7

28

28
C-la

C-2

C-2a
G

G-l

~3

18
18
12
12

G-l a

No
Yes

9
No

6

G-2

G-2a

18
18

~5

No

(n = 17)
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Diabetes
N/A
Hypertension
Routine
Routine
Follow-up with Meds
Annual Physical
N/A
Annual Physical
Routine
High blood pressure
N/A
All Care
N/A

Description
of
Medical
Care
WPC
WPC
FOC
FOC
FOC
FOC
WPC
EC
WPC
FOC
WPC
WPC
RCC
FOC
WPC
WPC
WPC

Medical Care Demographics of Doctors, Patients, Family Members
in Traditional Relationships

Doc

Patient Family

A
A-l
A-la
C
C-3

C-3a
D
D-l

Yrs @
FMG

4
~3
~2

28
10
8
12
10

D-la
E

Same
PCP
as
Pt

Yes

Yrs
w/

PCP

Patient’s
Main
Medical Conditions

2
~2

Pulmonary, Cardiac
Routine

10

Primary Care
N/A

2

Diabetes
N/A

~2

Pulmonary Embolism
N/A

No

No
8

E-l

~2

E-la

No

(n = 12)
Key:
FMG - Family Medical Group
PCP - Primary Care Physician
PCC - Patient Centered Care
RCC - Relationship Centered Care
FOC - Family Oriented Care
WPC - Whole Person Care
EC - Everybody Centered
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Description
of
Medical
Care
RCC
Negative
Negative
EC
PCC
PCC
RCC
FOC
PCC
RCC
PCC
PCC

Patient - Family Member Relationship
in Extended Family Relationships

Patient
B-l
B-2
B-3
C-l
C-2

G-l
G-2

Pt
Sex
F
F
F
F
F
F
F

Family

Relationship to Patient

B-la
B-2a
B-3a
C-la
C-2a
G-la
G-2a

Daughter
Husband
Mother
Husband
Husband
Niece
Husband

(n= 14)

Patient - Family Member Relationship
in Traditional Relationships

Patient
A-l
C-3

D-l
E-l

Pt
Sex
M
F
M
M

Family

Relationship to Patient

A-la
C-3a
D-la
E-la

Wife
Husband
Male Friend
Daughter

(n=8)
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Physician Referral of Patients by Race

Doc
A
B

2

Hispanic
1

1

2

Black

C

D
E
G

1
1

White
7

Asian
1

Other

Total
11
11

1

4

8
3
7

8

8
9

4

4

(n = 47)
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